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Guest Editorial 









The Shortage of Trained Nurses 


O** hears through the radio and through the press that the army is calling for 
ten thousand or more trained nurses, and it is presumable that the navy also 
needs, or will need, more nurses. It is unfortunate that this call probably cannot be 
met for there is a great civilian shortage of trained nurses as well as in the armed forces. 





Considering the problem, three questions arise: 
1. Why is there such a shortage? 
2. Whose fault is it? 
3. What should be done about it? 
Question 1. Why is there such a shortage? 
Briefly, the answer is— 








(a) Because the educational standards have been put too high, both for entrance 
and training course requirements. 





(b) The three shift special nursing scheme uses up the supply of graduate nurses 
in an unnecessary way. 





(c) There has been a decided and successful effort through these requirements 
and the insistence on certain affiliated courses to close up the training schools 
of small and of special hospitals. 

Question 2. Whose fault is it? 

(a) It is the fault largely of the nursing organizations themselves which have 
inclined to suppress the manual and self-sacrificing part of the nursing calling 
by over-stress of the educational requirements. 







(b) It has been partly the fault of medical colleges and of large general hospitals 
in encouraging over-educational and entrance requirements. 





(c) It has been the fault of the doctors, schools, hospitals, trained nurses them- 
selves, and legislatures in allowing the shortage situation to develop. 


Question 3.. What should be done about it? 


(a) Make the entrance requirements more reasonable. 






(b) Encourage training in small and special hospitals. 
(c) Cut out unnecessary laboratory study and affiliated courses. 





(d) Consider the reduction of the training course to two years instead of three. 





(e) Establish voluntary post-graduate courses in specialties, and in hospital ad- 
ministration. 
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(f) Form a general committee, appointed by the Medical Society of Virginia, with 
the concurrence of the Governor, to represent public hospitals, special hospitals, 
small hospitals, doctors’ and nurses’ organizations, government, state, and 
municipal administrations, educational, religious, business, women, racial and 
other factors to consider these things and to formulate means of instituting 
constructive suggestions and regulations. 

REMARKS— 

Unless a plan somewhat similar to the foregoing is carried out, we shall face a 
permanent shortage in all hospitals, military and civil, and in private practice of 
satisfactorily trained nurses and have to put up as best we may with undergraduates, 
practical nurses, attendants, irregulars, amateur volunteers, or no one at all. 

Recently we have seen in Virginia the closing of the training schools of some useful 
small and special hospitals, five or six of them either temporarily or permanently in 
Richmond alone, and the non-opening of one hundred and thirty odd beds in our 
largest hospital, greatly because of the lack of nurses. If these institutions had been 
encouraged to function as they formerly did, I doubt that there would be a shortage 
of nurses. 

There have been many instances of individual injustices. I shall only cite two. 
During the World War I period, we took into our training school (now closed) a very 
bright girl of eighteen who had not quite finished her second year of high school. She 
was of good family and character and graduated second in her class in our school of 
nursing. When she applied to the State Examining Board of Nurses to get her cer- 
tificate as a graduate nurse, it was denied her and she has never been allowed to prac- 
tice as a graduate nurse. However, she has made an excellent non-graduate nurse at 
much less wage than she deserves and is denied work in many hospitals and in her 
country’s service. 

The second case is that of a graduate nurse who was registered and who twice 
volunteered to nurse in the armed services of this war, but both times she tells me she 
was turned down at the instance of the Red Cross because her nursing education was 
not up to their standard. However, she has been doing responsible graduate nursing 
for years and can match wits and abilities with most of them. 

Of course, I do not know all the answers but I do know there is a great deal wrong 
with the nursing situation in Virginia and I believe in the whole country, and that 
it is not the fault of the average nurse or the average doctor either, but of the self- 
styled higher-ups. I believe there is a growing need for more nurses and will be, 
both civilian and military, for many years to come. Virginia may be able to set an 
example in trained nurse production. 

It has been distasteful for me to write this and I only do it from a sense of duty. 

BEVERLEY R. Tucker, M.D., 
Richmond, Virginia. 
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LOW BACK PAIN WITH SCIATICA 


Homer L. SKINNER, M.D., F.A.C.S., 
Senior Surgeon, U. S. Public Health Service, U. S. Marine Hospital, 
Stapleton, Staten Island, New York. 


INTRODUCTION 

The evolution of our present diagnosis and treat- 
ment of low back pain with sciatica has covered a 
period of many years. Sciaticat was described by 
an Italian investigator, Contugno, over a hundred 
years ago. Dejerine, a French physican, described 
quite thoroughly our present sciatic syndrome with 
special attention to the posture of the patient, but 
he felt that the etiological factor was syphilis. 

In 1934 Mixter and Barr? emphasized the sig- 
nificance of intraspinal protrusion of the interver- 
tebral disc as an important cause of low back pain 
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and sciatica, and since then the condition has 
aroused considerable interest. During the past few 
years a large amount of literature has been written 
on the subject and the condition has been fairly 
established as a definite clinical and pathological 
entity. Deucher and Love,’ reporting on the patho- 
logical studies of a large series of intervertebral 
discs, indicate the fragments are composed of fibro- 
cartilage, portion of nucleus pulposus, and occa- 
sional remnants of the notochord. Several authors 
have reported a large number of operative cases with 
a discussion of the subject and a few have reported 
on follow-up studies.45-6-7 

It is the purpose of this paper to present the fol- 
low-up study on 50 cases. This is a small group 
but it is felt that they may be of value since we 
have been able to examine them on several occasions 
over a period of years. The analysis of these cases 
has been difficult as the result must be measured to 
a certain extent by the patient’s own personal esti- 


mate of his discomfort and it will vary at different 
visits. 

The disc is usually spoken of as a shock absorber 
between the bodies of the vertebrae and it also acts 
as an equalizer of pressure. The histology of the 
disc lends itself to intraspinal protrusion. It con- 
sists of three parts, the vertebral plate on each side, 
the annulus fibrosis which consists of six to eight 
layers and surrounds the nucleus pulposus, which 
is more or less a gelatinous structure possessing the 
property of fluids. No definite blood supply has 
been identified to the disc except in very young in- 
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dividuals; channels can be demonstrated but none 
with definite epithelial linings. These even disap- 
pear in elderly individuals. As to the nerve supply, 
it is also rather indefinite, but it is felt that there 
are pain fibers present since one can elicit pain 
directly over the spinous process occasionally or to 
either side. 

The immediate anatomy® involved is clearly shown 
in Figure A. The ligamentum flava runs between 
each lamina, blending with the capsule of the 
articular facets and also running between the pedicle 
of each vertebra, forming the inferior portion of the 
foramen for the nerve root. Figure B® is a view of 
the spinal canal from within, showing how the nerve 
root may be compressed from thickening of the liga- 
mentum flava and herniation of the intervertebral 
disc. 

SYMPTOMS 

The clinical symptoms usually fall in two main 

groups and depend upon the age of the individual. 
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The younger age group gives a history of minor 
injury to the back followed immediately by low 
back pain and sciatica. There is no previous his- 
tory of low back pain and the pain in the hip and 
leg over-shadows the back pain. There may be 
weakness in an extremity with partial or complete 
loss of Achilles’ reflex and possibly disturbance of 
skin sensation over part of the foot. X-ray findings 
do not reveal any abnormality except an unusually 
straight spine. 

While the above is the usual history, the follow- 
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Fig. B. 


ing case illustrates an entirely different onset: 

Case Report: E. W., Merchant Seaman, white, 
male, age 26 years, occupation Quartermaster. Chief 
complaint pain in left leg. There was no history of 
injury. The duration was approximately six months 
and began with soreness in the right upper thigh 
posteriorly. This increased to the point where he 
was unable to bend over forward, straighten his leg 
out, or even bend his neck forward. After walking 
a while he complained of numbness in his foot. 
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Coughing or any straining effort aggravated the 
pain. The pain was relieved while at rest. Opera- 
tion was performed 11-5-37 and a disc was removed 
from the 5th intervertebral space on the right. He 
was discharged 11-20-37. This patient had some 
shortening of the right lower extremity and prona- 
tion of the foot. This was taken care of by a proper 
shoe. The patient has been able to follow his regu- 
lar occupation without any difficulty. He has since 
had a repair of recurrent inguinal hernia and at the 
present time is working in the shipyards. 

The cases in the older age group usually give a 
history of having lumbago for years and the sciatica 
may or may not have come on until in the last few 
years. Whichever may be the case, the symptoms 
are of increasing severity over the period of years. 
In this group careful conservative treatment offers 
no relief and often the patient becomes financially 
embarrassed, which may lead to bizarre symptoms 
hard to evaluate. A large majority of these cases 
have had practically all types of treatment, such as 
physiotherapy, manipulation, exercise, application 
of cast, local injection; a few have had Ober’s 
fasciotomy, and it is surprising the number that have 
had osteopathic treatment. The x-ray usually re- 
veals arthritic changes in the lumbar spine or sacro- 
iliac joints or some anomalies in the lumbo-sacral 
region. 

Case Report: H. E., Public Health Service, white, 
male, age 48 years, occupation Administrative As- 
sistant. Chief complaint, pain in lower back region 
which radiated down the right leg. The original 
trouble began in 1923 without any definite history 
of injury. The low back pain and sciatica were in- 
termittent since that time but gradually increased 
in severity. This patient had his teeth pulled, had 
application of casts, had worn a belt, and had all 
types of physiotherapy. There was some shortening 
of the right lower extremity and he wore a lift on 
the right shoe. He finally resorted to osteopathic 
treatments. In addition, this patient had mild arth- 
ritic changes of the dorsal and lumbar spine, in- 
volving the Ilumbo-sacral joint. Operation was per- 
formed 10-13-41. A disc was removed from the 4th 
intervertebral space on the right. He was discharged 
10-28-41. This patient has returned to his usual 
occupation. His only complaint is slight stiffness 
of his lower back at times and some numbness of 
the great toe. 
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CLINICAL FINDINGS 
The clinical picture of a typical disc case is as 
follows: 
1. Flattening of the lumbar spine. 
Decreased forward motion of the spine. 
Tenderness over the lumbo-sacral joint or 
upper portion of gluteal muscles and sciatic 


notch. 

Positive straight leg raising test. 

Partial or complete loss of Achilles’ reflex. 
i 


Subjective numbness of some part of the lower 
extremity. 
Aggravation of pain on coughing, sneezing, or 
straining at stool. 

Unfortunately, we do not always have such a 
clear cut picture, as we do not always have a typical 
case of appendicitis. The following case history is 
illustrative : 

Case Report: T. W. P., 
age 37, occupation chauffeur. Chief complaint, pain 
in legs and back. History dated back 10 to 12 years. 
He was hospitalized at different times for arthritis 
and scoliosis of the spine. He complained constantly 


Veteran, white, male, 


of backache and a feeling of pins and needles in 
both feet. He had difficulty in arising from a sitting 
position. He states that coughing and exercise aggra- 
vated the condition. Examination revealed definite 
rotation of the spine, muscle spasm, lumbo-sacral 
tenderness, marked limitation of motion in the spine 
with mild hamstring spasm on each side. This pa- 
tient had a long period of conservative treatment 
consisting of casts and braces, as it was thought that 
his main trouble was purely orthopedic in nature. 
Operation was performed 3-16-39. Operative find- 
ings: intervertebral disc 
which had dissected under the posterior ligament, 
causing marked elevation at the 4th intervertebral 
space. Discharged 4-7-39. At last examination, 
January, 1943, patient was working daily in a steel 
mill. 

If the symptoms are severe a marked muscle 


Bilateral protrusion of 


spasm is noted with homo-lateral or contra-lateral 
list. 
cannot stand 
are severe, there may be associated weakness of the 


Some cases are so marked that the individual 
or walk. Also, when the symptoms 
extremity. 
PATHOLOGY 
A definite localized rounded elevated lesion which 
The 
lesion is directly under the nerve root and has a 


is easily enucleated is the common finding. 
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rubbery feel on palpation. (See Figure 1.) 

Case Report: J. W., Merchant Seaman, age 40 
years, white, male. Chief complaint, low back pain, 
radiating down his right leg. No history of injury 
in this case but the symptoms date back over a period 
of 10 years. He had an Ober’s fasciotomy six months 
before admission with temporary relief. Operation 
8-30-37. At operation the pathology was found di- 
rectly under the nerve root on the right side in the 
5th intervertebral space. He was discharged 10-6-37. 
Examination in January, 1942, revealed that he was 
working steadily and had no complaint referable to 
his back or leg. The patient had a partial stomach 
resection 2 years ago. 

The disc may be elevated in the axillary fold be- 
tween the dura and nerve root as shown in Figure 2. 
It may be in such a position that it compresses the 
nerve root in the groove under the facet. The disc 
already may be enucleated and encysted as in the 
following case: 

Case Report: A. §., Veteran, white, male, age 38 
years, occupation laborer. Chief complaint, low back 
pain, radiating down the left leg. Original trouble 
dated back 4 or 5 years with no history of injury. 
The pain was worse in sitting position, aggravated 
on straining. Patient complained of some numbness 
in his left leg. Present attack had lasted for 4 or 5 
months. Examination revealed the following posi- 
tive findings: Flattening of the lumbar spine, slight 
list to the left, positive straight leg raising test on 
the left, complete loss of Achilles’ tendon reflex on 
the left, slight atrophy of the left calf, subjective 
numbness along the outer surface of the foot. Opera- 
tion 9-19-40. Operative findings revealed an en- 
cysted tumor mass along the nerve root in the Sth 
intervertebral There was a depressed area 
in the posterior ligament directly below the lesion. 
Healing was firm with complete bridging of the in- 
tervertebral space. The patient was completely re- 
covered on our last examination September, 1943. 

In one instance the disc was calcified. This was 
the only case in this group associated with an old 


space. 


compression fracture. 

Case Report: J. E., Works Progress Administra- 
tion, age 48 years, white, male, occupation general 
foreman. Chief complaint, low back pain with sharp 
shooting pains down the right leg. He was injured 
in April, 1937, when he fell a distance of approxi- 
mately 6 feet, striking his right hip on a stone. Ex- 
amination: Mild muscle spasm on the right. Ten- 
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derness over lumbo-sacral joint. Limitation of for- 
ward bending. No atrophy or disturbance in reflexes. 
Operation 10-6-37. Operative findings: Calcified 
defect spreading up along the body of the 4th ver- 
tebra and down over the body of the Sth vertebra 
in the midline. Microscopic sections revealed focal 
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was affected by change of posture. Examination 
was essentially negative except for 1 cm. atrophy of 
the left calf and left thigh. Total protein spinal 
fluid 150 mgm. X-ray showed moderate arthritis of 
the lumbo-sacral region and increased lumbo-sacral 
angle. Operation in August, 1940, revealed a disc 














necrosis of intervertebral disc. Discharged 10-31-37. 
The patient returned to work six months later. 

The disc may be centrally located, as was found 
in the following case: 

Case Report: C. C., Veteran, age 51 years, white, 
male, occupation salesman. Symptoms dated from 
June, 1938, when he was taken with pain in the 
right hip and thigh. This became progressively 
worse and about a year later patient developed pain 
in the left lower extremity. No history of injury. 
Pain was not aggravated on straining efforts but 


centrally located in the 4th intervertebral space. 
Follow-up August, 1943: Patient was working; had 
occasional pain in his back at times; no evidence 
of any sciatica. 

There may be thickening of the ligamentum flava 
with generalized elevation of the posterior ligament 
and bulging of the annulus fibrosis along one side 
or across the entire intervertebral space (See Fig- 
ure 3). 

Case Report: L. S., white, male, age 37 years, 
Merchant Seaman. Symptoms began with pain in 
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his back and down the right leg in 1937, lasting 
2 months. Patient had no further trouble until Oc- 
tober, 1939; then the pain was continuous, aggra- 
vated on coughing and sneezing, and affected by 
change of posture. No history of injury. Exami- 
nation: Patient had a marked list to the right and 
flattening of the lumbar spine. Motion of the spine 
was limited in all directions. There was %4 inch 
atrophy of the mid-thigh. The Achilles’ reflex was 
absent on the right. Total protein spinal fluid 48 
mgm. Operation July, 1940. 


Generalized thickening of annulus fibrosis, posterior 


Operative findings: 


ligament, and ligamentum flava 4th intervertebral 
space. Follow-up July, 1943: No symptoms; pa- 
tient working daily. 

In some of these cases the disc had spread out 
under the posterior ligament and after proper ex- 
posure was fairly easily enucleated. There may be 
unilateral or bilateral thickening of the ligamentum 
flava between one or more lamina (See Figure C).4 


THICKENING OF THE LIGAMENTUM FLAVA 


4/9 *t. Flavum 


Case Report: J. R. P., Veteran, age 41 years, 
white, male, occupation salesman. Chief complaint, 
His 


trouble began in 1924 when he hurt his back while 


low back pain radiating down his left leg. 


lifting a. heavy object. Since then he had recurrent 
attacks following minor back strains. Pain was not 
aggravated by sneezing or straining but affected by 
change of posture. Examination was essentially 
negative in this case except 4 inch atrophy of the 
thigh and diminution of the Achilles’ tendon reflex. 
11-4-38. 
hypertrophied ligamentum flava between the 4th and 


Operation Operative findings revealed 


Sth, and 5th and sacrum, especially on the left side. 


Bilateral exploration was carried out. Follow-up 


May, 1943: Patient has been able to do heavy work 
and his back has given him very little trouble. 


FoLttow-Up 
This group of cases represents individuals with 
varying occupations. They were all males except 
three, there being one female nurse and two female 
clerks in the group. The former was a World War I 
Veteran and the two clerks were Employees’ Com- 
pensation Commission cases (See Table 1). The 
merchant seamen were from all departments of 
personnel on the boat from Captain and Seaman on 
deck to the engine room. The World War I Veterans 
consisted of farmers, carpenters, salesman, firemen 
and steel workers. 
TABLE I 
Class of Beneficiary 
Merchant Seamen 13 
World War I Veterans 19 
Foreign Seaman 1 
Public Health Service 2 
Coast Guard 2 
Employees’ Compensation Commission 13 
The Public Health Service patients consisted of 
one Administrative Assistant and one physician. 
The large majority of the compensation cases were 
laborers. 
INJURY 
In this group of cases, 32 had a history of injury, 
or approximately 64 per cent. The injury was quite 
mild except for 2 cases, one showing a compression 
fracture of the vertebra and there was some question 
whether or not there had been a fracture of the ver- 
the 
x-ray findings suggested rupture of the disc into the 


tebral body in the other case. In two cases 
cartilaginous plate higher up in the lumbar region. 
The usual type of injury was lifting in a bent over 
position or suddenly executing a forceful sitting 
position. The onset of pain was immediate and 
completely disabling in some instances and the pa- 
tient was unable to assume an erect position. In 
other instances the patients were able to continue 
on duty with the help of their fellow-workers for 
several weeks before becoming completely disabled. 
These individuals were presented on stretchers and 
were unable to walk. Another group gave a history 
of ‘temporary relief from severe pain immediately 
following the injury but the pain returned perma- 
nently after a mild back strain. 


X-Ray STUDIES 
The most common x-ray finding was a straight 
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lumbar spine. In 14 cases some anomaly presented 
itself, such as spina bifida, sacralization of 5th lum- 
bar, enlargement of 5th lumbar process and 6th lum- 
bar vertebra. 

There were 20 cases which showed arthritic 
changes ranging from mild to rather severe degree. 
Thirteen of these had some residual pain and stiff- 
ness in their backs at times on the follow-up exami- 
nations, but they were never disabled for this reason. 
Two of these cases were disabled at times because 
of severe low back pain. 


Two cases had a decreased lumbo-sacral angle 
and 7 cases had an increased lumbo-sacral angle. 
In the former the results were good, while in the 
latter group 4 cases complained of some residual 
discomfort in the back at times. There was a de- 
creased lumbo-sacral joint in 1 case, decreased 4th 
intervertebral space in 2 cases, a compression frac- 
ture in 1 case, all of them showing a good result in 
the follow-up examination. Hypertrophic changes 
in the spine will result in low back pain and even 
sciatic pain, but the mere presence of such changes 
should not be accepted forthwith as the cause of the 
patient’s symptoms. It is not uncommon to see such 
changes in patients around 50 years of age without 
symptoms of pain in the back. However, it is rea- 
sonable to expect symptoms referable to the back in 
some of these cases, and in this series 2 cases, 
marked “Improved”, had gross arthritic changes. 
There was one case with gross arthritic changes and 
fusion in the lumbo-sacral and sacro-iliac region 
that obtained a good result. While the presence of 
an anomaly in the lower spine suggests a congen- 
itally weak back, the majority of the cases in this 
series obtained a good result. 


AGE 
Nearly all of these patients were over 30 years 
of age and 60 per cent over 40 years of age (See 
Table 2). This would indicate that degenerative 
changes in the ligaments of the spine play a great 
part in production of the pathology since there is 
often history of no injury or only a mild injury. 
This is also the age group in which arthritis of the 
spine is common. 
Tasre IT 
Age 
20 to 30 years of age - 
30 to 40 years of age _ 
40 to 50 years of age 
50 to 60 years of age 
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From a military standpoint it probably is not 
feasible for many of these cases to enter the Service 
or remain in the Service since a large part of them 
have passed the age for rigorous military training. 


SYMPTOMS 
The large majority of these patients had been 
suffering with low back pain and sciatica for several 
years (See Table III). Many of them were former 
patients whom we had treated intermittently by one 
method or another over a period of years. 


TABLE III 
Duration of Symptoms 
6 months to 1 year __- : 10 
1 year to 3 years___ 9 
3 years to 5 years 14 
5 years to 10 years - 12 
10 years to 15 years _ 5 


During this time the patients had lost consider- 
able time from work and suffered financial embar- 
rassment. In the future this type of case can be 
successfully treated, thereby diminishing the loss of 
manpower and reducing the economic burden. 

The common complaint is low back pain, radiat- 
ing down the leg. In this group nearly all the cases 
had low back pain before sciatica, but in many of 
our other cases the pain in the leg has preceded the 
back pain. The pain is affected by change of pos- 
ture in contrast to the constant boring pain asso- 
ciated with tumor. It is aggravated on straining, 
especially when the symptoms are acute. Thirty-two 
of the cases in this group complained of increased 
pain on straining. Approximately three-fourths of 
the cases had some subjective numbness in some 
part of the extremity, but it could be definitely dem- 
onstrated clinically in less than one-third of the 
cases. When sensory changes are present, even sub- 
jectively, it is of help in localization of the lesion. 
Weakness or loss of strength of the extremity is vari- 
able. In many cases this is difficult to evaluate due 
to the severe pain. The muscles commonly affected 
are the anterior group in the leg and the adductors 
of the thigh. 

Objectively the loss or diminution of the Achilles’ 
reflex is a common finding. In this group 15 cases 
had no change in reflexes. In 10 of these cases the 
lesion was located at the 4th intervertebral space and 
in 5 cases at the 5th intervertebral space. In ap- 
proximately one-half of this number the lesion was 
centrally located. There was some atrophy of the 
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thigh or calf noted in 18 cases. The following find- 
ings were present in all cases: Loss of normal lum- 
bar lordosis; limitation of motion in spine; positive 
straight leg raising test. In over 50 per cent of the 
cases tenderness was present over the lumbo-sacral 
joint or upper portion of the gluteal muscles. 


PATHOLOGY 


The character of the lesion and its relation to the 
nerve root varied. It was usually found directly 
under the root but also was found between the nerve 
root and dura, compressing the nerve root in its 
sulcus. In some instances the nerve root was dis- 
placed medially with difficulty and in these cases a 
rent in the posterior ligament was already present, 
the disc fragment being adherent to the nerve root. 
The disc may be centrally located and easily over- 
looked without proper exposure. The disc lesion in 
these cases was easily enucleated when found in the 
5th intervertebral space. The lesions in the 4th 
intervertebral space were not always found free; 
7 of them were associated with a posterior bulge and 
were attached. There were two lesions found com- 
pletely free and encysted, one in the 4th interverte- 
bral space and one in the Sth intervertebral space. 
In these cases nothing else could be removed from 
the intervertebral space after the fragment had been 
detached. However, we have had 3 cases where the 
intervertebral space was filled with gelatinous ma- 
terial. Microscopic studies revealed mucoid degen- 
eration of the nucleus pulposus in these cases. The 
cases listed as hypertrophy of the ligament had an 
elevation under the nerve root (See Table IV). On 
removal the microscopic sections revealed only an- 
nulus fibrosis and no nucleus pulposus. These cases 
clinically presented the same findings as the true 
disc cases. While I have no data to substantiate the 
belief, it is my feeling’ that these cases are the ones 
that may obtain relief from orthopedic measures. 


TABLE IV 
Character of Lesion 


Discs—Sth intervertebral space 
Discs—4th intervertebral space inks ees 
(7 of above had generalized posterior bulge) 


Disc—1st lumbar 


Hypertrophy of ligament 4th intervertebral space 
Uneemes .......<_. : ; a 


Bilateral .......... J a SS 


Hypertrophy of ligament 4th and Sth intervertebral 
pee 
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RESULTS 

The follow-up study has been carried out over a 
period of years (See Table V). The cases have all 
been examined at approximately six month intervals. 
The symptoms and clinical findings changed very 
little after the first year, except for improvement in 
some cases. 

Forty-four cases are well and able to work. Eleven 
of these state when they do heavy work over a period 
of time they have some stiffness in their backs and 
occasionally cramping in their legs but they feel 
that this is nothing more than the average indi- 
vidual would expect. These men have moderate 
arthritic changes in their spines. 

Two compensation cases were classified a com- 
plete failure, having a return of their symptoms. 
One of these cases was re-explored and fusion was 
done without relief. 

TABLE V 
Period of Follow-Up 
eee Been ee eer 12 
3 years ve ‘ <a 9 
4 years acts ts 10 
5 years . ; sci 10 
6 years- adit acca aces Sat as 9 

In the follow-up examinations we found the 
Achilles’ reflex remained absent or only partially 
returned in those cases who had changes in the re- 
flex before operation. Where atrophy of the thigh 
or calf was present before operation, improvement 
was noted, but atrophy was still present by actual 
measurement in 50 per cent of the cases. The 
strength in the extremity returned to normal. The 
area of disturbed sensation subsided in all cases 
except in a few instances where there was some 
residual numbness, mild in character, along the outer 
side of the foot, the great toe or plantar surface of 
the foot. There has been no thinning of the disc 
post-operatively. 

The final results in a series of cases will depend 
somewhat on the number of compensation cases pre- 
sented, but this does not explain the percentage of 
partial disabilities or absence of complete relief of 
pain in all cases. It is in these cases that stabiliza- 
tion of the spine following removal of the lesion is 
of paramount importance. For this reason, thorough 
pre-operative study is indicated, especially if there 
is evidence of hypertrophic skeletal changes or an 
unstable lumbo-sacral joint. While we perform 
fusion in only a small percentage of our cases, and 
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in only one of this group, we feel that 2 of the cases 
marked improved would have been completely re- 
lieved with fusion of the spine since they presented 
localized hypertrophic skeletal changes and were 
laborers by occupation. The decision to perform 
spinal fusion is made from the history, clinical find- 
ings roentgenograms and occupation of the indi- 
vidual. If an unstable back or localized hyper- 


trophic skeletal changes can be demonstrated clin- 
ically and roentgenographically, if pain in the back 
is the major factor and can be relieved by immo- 
bilization, and if the patient is a laborer, certainly 


spinal fusion is to be considered at the time of re- 
moval of the intervertebral lesion. 


SUMMARY 

A follow-up study of 50 cases has been presented. 
They have all been examined at intervals over a 
period of years. The symptoms and clinical find- 
ings have been described along with the pathological 
findings. They do not represent consecutive cases 
as this has not been possible due to our shifting 
population. 


[February 


BIBLIOGRAPHY 

. Bradford, F. Keith, and Spurling, R. Glen: The In 
tervertebral Disc, 1941, Charles C. Thomas, Pub 
lisher. 

. Mixter, W. J., and Barr, J. S.: Rupture of the Inter- 
vertebral Disc with Involvement of the Spina! 
Canal. New England Jour. Medicine 211:210, 
1934. 

. Deucher, W. G., and Love, J. G.: Pathological 
Aspects of Posterior Protrusions of the Interverte- 
bral Disks. Arch. Path. 27:201, February, 1939. 

. Mixter, W. J., and Barr, J. S.: Protrusion of the 
Lower Lumbar Intervertebral Disks. New England 
Jour. of Medicine 223:523, October, 1940. 

. Echols, D. H.: 
Sciatic Pain. 
94:265, 1941. 

. Skinner, H. L.: Ruptured Intervertebral Disk and 
Hypertrophied Ligamentum Flava Follow-Up Study. 
Virginia Medical Monthly 67 :490-494, August, 1940. 

. Love, J. G., and Camp, J. D.: Root Pain Resulting 
from Intraspinal Protrusion of Intervertebral Disks 
—Diagnosis and Surgical Treatment. Jour. Bone 
and Joint Surgery 19:776-804, 1937. 

. Callander Surgical Anatomy, 2nd Edition, Published 
by W. B. Saunders Company, 1942. 


The Neuro-Surgical Treatment of 
New Orleans Med. and Surg. Jour. 





Some War Activities of the American Red 

Cross. 

The International Red Cross Committee watches 
over the welfare of war prisoners of all countries 
that have ratified the convention covering this phase 
of warfare. The Committee’s delegates make peri- 
odic visits to prisoner of war camps, inspect hous- 
ing and food, talk to the prisoners’ chosen repre- 
sentatives in privacy, ascertain physical and _ spir- 
itual needs, and see they are properly cared for. 

The Red Cross Blood Donor Service now supplies 
whole blood to the armed forces in addition to pro- 
viding for the plasma program. Whole blood is 
flown to the war theaters, where it is used to sup- 
plement plasma transfusions. 

To beat the black market in Italy the Red Cross 
recently shipped 2,500 light bulbs by air and 7,500 
by beat for use in its servicemen’s clubs. Shipments 


of 100 small pianos for Red Cross hospital recrea- 
tion rooms have also been made to Italy. 

Red Cross medical kits for prisoners of war con- 
tain standard preparations in quantities sufficient 
for 100 men for one month. 

The American Red Cross has 200 clubmobiles in 
operation. Of these, 39 are cinemobiles, which 
bring movies and music to our fighting men in the 


field. 


Three hours after the initial landing on Leyte, 
P. I., American Red Cross men had established 
beach-head canteens serving coffee and other re- 
freshments. 


Red Cross flight kits are provided wounded men 
evacuated from the Middle East to hospitals back 
home. Kits contain games, magazines, candy, and 


other items. 
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THE SUPERVISION OF PNEUMOTHORAX CASES* 


R. H. Waker, M.D., 


Martinsville, Virginia. 


Before entering into a discussion of the problem 
of the supervision of pneumothorax cases, I should 
like to say just a word about the pneumothorax pro- 
gram in Virginia which led to the formation of this 
Society. When this program was inaugurated, some 
six years ago, as a means of relieving some. of the 
load on our state sanatoria by releasing patients who 
were occupying beds there in order to continue pneu- 
mothorax treatment, either because they could not 
afford to pay for it at home or because there were 
no convenient facilities for obtaining refills, there 
was some doubt expressed as to whether this ambi- 
tious scheme could be successfully carried out. It 
was thought by some that the supervision and care 
of these cases was too much a job for the special- 
ist in chest diseases, and that a group of young men 
without advanced training in chest work would not 
be able to handle the problem successfully. Experi- 
ence over the past six years has justified the confi- 
dence of those who conceived the idea. The number 
of cases handled has exceeded the most optimistic 
speculation. In addition to this, the cases have, for 
the most part, been handled very well according to 
all information given me. In fact, so well has the 
program succeeded that it may well serve as a model 
for other states who might wish to adopt it. Its suc- 
cess, I believe, is due primarily to two factors: first, 
the wise and efficient leadership of Dr. E. C. Harper, 
who has directed it since its inception; second, the 
cooperation of the staffs of our state sanatoria who 
have given generously of their time and have gladly 
made available their knowledge and experience to 
all of us who asked their help and advice in solving 
any of our problems. I consider that we are ex- 
tremely fortunate in this state in the caliber of the 
men who are carrying on this work in our sanatoria. 
I should like at this time to acknowledge my debt 
to them and to express my appreciation for their 
assistance on numerous occasions. 

It is a well-known fact that the advent of col- 
lapse therapy in its various forms has revolutionized 
the treatment of pulmonary tuberculosis. The de- 
velopment of this form of treatment properly belongs 
to this century, for it was not until 1895 that For- 


- *Read before the Society of Chest Physicians of Vir- 
ginia, in Richmond, May 29, 1944. 


lanini reported his first case of pulmonary tubercu- 
lesis with cavitation successfully treated by this 
method. The record of progress has been a remark- 
able one for a scant forty years. It is a fact, not 
sufficiently appreciated either by medical men or 
the public, that collapse therapy by means of pneu- 
mothorax, operation on the phrenic nerve, thoraco- 
plasty and pneumolysis, have probably done more 
for suffering humanity in the way of prolonging life 
and restoring innumerable men and women to health 
and efficiency who were previously doomed to death 
or a life of invalidism than most of the other mod- 
far the vast 
majority of patients with pulmonary phthisis are fit 


ern medical discoveries combined. By 
candidates for some form of collapse therapy at one 
time or another in the course of their disease. Since 
we are dealing with artificial pneumothorax in this 
paper, we are primarily interested in the number 
of cases suitable for this form of therapy. Taking 
an average of reports from various parts of the coun- 
try, this figure, according to Packard, Hayes, and 
Blanchet, is somewhere in the neighborhood of 40 
per cent—a vast number to be considered for one 
procedure. 

The most common indications are progressive dis- 
ease usually with cavitation, stationary or very slowly 
progressive cases, profuse or recurrent hemoptysis 
and fulminating types of pulmonary tuberculosis. 

Following the induction of artificial pneumo- 
thorax, the maintenance of a satisfactory and effec- 
tive collapse, the prevention and management of 
complications and the decision as to when the pneu- 
mothorax should be terminated are matters which 
may tax the judgment and ingenuity of the physi- 
cian. The latter subject has been adequately covered 
in another paper and will not be mentioned here. The 
actual technique of giving refills is a simple matter, 
but the other points may be far from simple. In giv- 
ing refills, an 18 gauge, short beveled needle is 
used to minimize the danger of injury to the lung. 
After the preliminary cleansing of the skin, a wheal 
of novocain is placed at the site of injection with 
a hypodermic needle. The pneumothorax needle is 
then attached to the syringe and introduced slowly 
into the pleural cavity. One can usually distinctly 
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' feel the entrance of the needle point and when, upon 
drawing back the plunger, air is aspirated into the 
syringe, the operator knows the pleural space has 
been reached. 

The amount of air to be given at a refill and the 
interval between refills varies, of course, with the 
individual patient. Early in the treatment refills 
may have to be given twice a week and this period 
is lengthened as the patient “holds” his air better. 
A healthy pleura absorbs air more quickly than does 
a diseased or thickened one. I have seen patients 
with thickened pleurae go for many months without 
a refill and still retain a considerable collapse. Gen- 
erally speaking, however, I do not think it is wise 
to wait for a longer period than four weeks between 
refills, as complications may result. While many 
physicians give large quantities of air at a single 
refill, it is not wise to exceed 500 to 550 cc. at a 
time. More than that amount produces too rapid 
compression of the lung and may lead to mediastinal 
shifting with respiratory embarrassment of the for- 
mation of an effusion. If a large quantity is re- 
quired, it is better to wait a few days, watch the 
patient’s reaction and temperature and fluoroscope 
him before proceeding further. When a refill of 
around 200 to 250 cc. of air is sufficient to main- 
tain an adequate collapse, the interval between refills 
may usually be lengthened with safety. 

There are other facters which influence the amount 
of air which may be necessary. The mobility of the 
mediastinum is much greater in some individuals 
than in others. Where this is mobile, it may be dif- 
ficult to maintain an effective collapse. Where there 
is extensive pulmonary fibrosis, contraction of the 
lung and fixation of the mediastinum, as is found 
after long standing pneumothorax, the intrapleural 
pressure becomes increasingly negative, and shows 
greater variation between inspiration and expiration 
due to the non-yielding lung. A fixed mediastinum 
and fixed thoracic cage have an important effect 
upon the intrapleural pressure, each tending to mag- 
nify its negative character. When the collapse is 
slight and the lung freely movable with respiration, 
great care should be exercised in giving refills to 
avoid injury to the visceral pleura. 

The normal intrapleural pressure is, of course, 
negative and as air is introduced it approaches zero 
or atmospheric pressure. It is better, as far as pos- 
sible, to maintain a pressure slightly on the negative 
side, or to close with a reading no higher than zero 
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on expiration. This can be done in most cases of 
caseo-pneumonic disease which constitute a high 
percentage of pneumothorax cases. We may speak 
of this as a collapse or relaxation pneumothorax as 
contrasted to compression pneumothorax in which 
positive pressure may have to be used to effectively 
collapse areas of consolidation or fibroid disease. 
It has been my experience, however, that the vast 
majority of cases which I have handled could be 
very satisfactorily maintained by the use of low 
intrapleural pressure. 

There is also a tendency, especially in inexperi- 
enced hands, to collapse the lung too much. Often 
I have seen cases with what was, for all practical 
purposes, a complete collapse of the lung. On fluoro- 
scopy all that could be seen would be a small mass 
about the size of one’s fist. While this may, at times, 
be necessary, it is not in the vast majority of cases. 
These patients have a tendency to develop trouble- 
some effusions, and present a difficult problem when 
re-expansion is attempted, for, if such a collapse is 
maintained indefinitely, the lung will frequently 
simply not re-expand. The best collapse is the least 
collapse necessary to control the disease adequately. 
One will keep out of a good deal of trouble if this 
rule is followed. 

Just a word about so-called ‘‘selective pneumo- 
thorax”. If there are no adhesions, the retractile 
power of the lung is first exerted; but the area of 
disease has little or no retractile force and is moved 
with the surrounding lung tissue undergoing retrac- 
tion away from the thoracic wall toward the rovt 
of the lung. If the lung is allowed to remain col- 
lapsed for a considerable period of time, fibrosis 
within the healing lung will prevent, by its con- 
tractile power, the complete re-expansion of the dis- 
eased area, and as the pneumothorax becomes less 
and less through absorption of the air, the normal 
portion of the lung expands to fill the thoracic cavity 
and the diseased area remains partially collapsed. 
Eventually the normal lung tissue becomes hyper- 
trophied and emphysematous, sometimes greatly so, 
in order to compensate for the loss of volume caused 
by the diseased area which has not expanded. One 
lobe may remain permanently collapsed, the other 
expanding and filling the entire pleural cavity. 

It is desirable, of course, to follow the patient 
carefully by the use of fluoroscopy, preferably at 
every refill. 

Probably the most frequent complication encoun- 
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tered in the course of pneumothorax therapy is pleu- 
ritis. When serous pleuritis occurs, it is first no- 
ticed that the pleural pressure is raised with a much 
smaller amount of air than usual. Careful flouro- 
scopic control is essential in preventing and man- 
aging this complication which is encountered more 
frequently when too high a degree of collapse is 
maintained or when the operator allows too much 
variation in the degree of collapse. Therefore, the 
optimum amount of collapse for each patient should 
be determined and maintained as closely as possible. 
This again illustrates the necessity for flouroscopy 
at every refill. This complication may be of the so- 
called benign type which sometimes occurs early in 
treatment, causing no symptoms, and disappears 
quickly. This may be due to the irritant effect of 
the air injected. Effusions are also less likely to 
occur on limited disease of low activity. A certain 
percentage of patients will develop effusions no mat- 
ter how careful the management, and most pneumo- 
thorax patients have had this experience somewhere 
in the course of their disease, either the benign or 
the tuberculous form. The usual figure given in 
collected series runs between 50 and 70 per cent. 
When the tuberculous form occurs, it should be a 
warning for caution, since the most probable patho- 
genesis is the direct extension of an active subpleural 
focus through an allergic visceral pleura. Tuber- 
cles on the visceral pleural have frequently been seen 
by means of the thoracoscope. 

The manner of onset of a serous pleuritis varies 
with the severity of the infection. Some, as previ- 
ously mentioned, may occur without symptoms and 
be discovered only by x-ray. Others may manifest 
themselves by a slight soreness, or heavy sensation 
in the chest with or without slight elevation in tem- 
Some begin abruptly with high fever, 
which may persist for several months, and are ac- 


perature. 


cempanied by severe symptoms such as chills, head- 
ache, chest pain, dyspnea, weakness and weight loss. 
In these cases the fluid often becomes purulent rap- 
idly and often arises from perforation of the lung. 
In these patients the course is variable. The fluid 


may become stabilized and disappear of its own 
accord, or it may persist for varying degrees of time. 
Generally speaking, in those patients with more 
severe symptoms of onset, the amount of fluid is 
greater and it is more persistent. As a general rule, 
the symptoms disappear long before the fluid, which 
may gradually become seropurulent and then frankly 
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purulent. Others change more rapidly. This change 
occurs in from 10 to 20 per cent of mild effusions, 
most frequently when the initial temperature is high. 
It is also more likely when the effusion is large. 
Adhesions are likely to form in sero-fibrinous pleu- 
ritis and lead to premature expansion of the lung, 
and the lung may re-expand considerably under the 
cover of an effusion, resulting in an obliterative 
pleuritis. 
become thickened following an effusion, thus inter- 


Pre-existent adhesions are also likely to 


fering with the success of a pneumolysis which 
should, if possible, always be performed before an 
effusion sets in. The pleura is thickened and be- 
comes inelastic, often interfering with the expansion 
of the lung when it does not lead to premature ex- 
pansion. When an effusion has become purulent 
and of long duration and the lung has partially 
expanded, there often results great retraction of the 
chest wall and mediastinwn, although circulatory 
symptoms as a result of this deformity are uncom- 
mon. Occasionally the pus may be absorbed and it 
is possible to continue collapse treatment. The oc- 
currence of a serous effusion apparently has no dele- 
terious effect on the mortality rate in pneumothorax 
cases. There may develop as a result a marked pul- 
monary fibrosis which prevents the full re-expansion 
of the lung. The intrapleural pressure here becomes 
markedly negative and refills may have to be given 
indefinitely in order to prevent discomfort. Bron- 
chiectasis may also develop in these fibroid lungs. 
Symptomatic treatment is indicated at the onset. 
The fluid should be aspirated when there are symp- 
toms of pressure, in the presence of a large amount 
of fluid, if there is evidence of adhesions forming 
and the lung is re-expanding, or if the fluid level 
has become stabilized and the fluid is showing no 
tendency to disappear. As a general rule, aspiration 
should not be performed nor refills attempted during 
the stage of acute symptoms. One exception is for 
diagnostic purposes when the symptoms are such as 
to make it necessary to rule out septic empyema. 
Sometimes the temperature remains elevated until the 
fluid has been aspirated, especially in a rapidly 
forming effusion accompanied by marked general 
symptoms. With a mild pleuritis, the temperature 
usually drops in from 5 to 10 days and a refill may 
be given. Careful manipulation of the degree of 
collapse at this point has seemed to me at times to 
aid in reabsorption of the fluid. This has been de- 
nied by some far more experienced than myself and 
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I certainly cannot prove it, but it seems to me worth 
while. Unexpected re-expansion of the lung can 
occur, but rarely during the stage of acute pleuritis. 
If severe symptoms persist it is better to avoid refills 
and follow a policy of watchful waiting. X-rays 
may be made with the patient lying on the affected 
side to determine whether or not re-expansion is tak- 
ing place. Our primary concern here is to avoid 
re-expansion. 

Moderately large effusions, rising to the 4th or 
3rd rib, which become stabilized and show no ten- 
dency to re-absorb, should be aspirated. There is fre- 
quently a tendency to aspirate too quickly following 
the formation of an effusion. It is far better to wait a 
reasonable length of time to see what nature will do 
on her own, as one has nothing to lose in the absence 
of symptoms which force withdrawal, and aspiration 
performed too early may have a definitely deleterious 
effect on the patient. When a small amount reforms 
and persists, it may be allowed to remain. There is 
frequently a short febrile reaction following aspira- 
tion. Aspiration may have to be repeated at varying 
intervals for some months. When rales and breath 
sounds are again heard at the base of the lung, or 
if the base has never been well collapsed, fluid 
should be aspirated because of the tendency of the 
lung to expand still further and to adhere to the 
chest wall. This premature expansion, forming an 
obliterative pleuritis is the “bugbear” of pneumo- 
thorax treatment; the lung literally “creeps up” from 
the base. While this may occur also in the course 
of a “dry” pleurisy, it is not as common. The rising 
height of the fluid level may fool one as to the 
amount of fluid actually present, for, if the base 
has expanded, the fluid level may be high and yet 
the amount actually present very small. Often the 
pleura is so thickened that this is difficult to deter- 
mine even with x-ray. This fact should be borne in 
mind when a rising fluid level is encountered. It is 
best to make a fluoroscopic examination in the hori- 
zontal position to determine the base of the fluid 
pocket. 

Pressure symptoms may force early aspiration. 
A large effusion which prevents refills of air should 
be removed. The intrapleural pressure may have to 
be raised to prevent re-expansion of the lung, though 
it is better to keep it low while the pleura is in- 
flamed. As we have mentioned before, careful fluoro- 
scopic control is essential, for our primary consider- 
ation is to prevent re-expansion as long as possible. 
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There is one important fact to remember, ani 
this is that there is no statistical evidence, to my 
knowledge, that early aspiration leads to rapid dis- 
appearance of the fluid or that it has any effect on 
the later development of a purulent fluid. 

It has been reported that subcutaneous needle 
track abscesses may occur, especially if aspiration 
is performed during the febrile period when many 
tubercle bacilli are present in the fluid, or after pus 
develops. This has not occurred in my experience. 

In performing aspiration, the method we use is 
by means of a regular short beveled pneumothorax 
needle, a 20 or 50 cc. syringe and a three way stop 
cock. The patient is usually seated with his arms 
folded in front of him on a table, supported by pil- 
lows. The point of insertion of the needle is gov- 
erned by where it is easiest to get into the effusion. 
We usually go in fairly low in either the anterior 
or mid-axillary line first, being careful to keep high 
enough to avoid danger of puncturing the dia- 
phragm. About 1/3 to 1/2 the volume of fluid with- 
drawn is replaced by air, this having been done 
gradually to avoid sudden marked changes in the 
intrapleural pressure. Connection is easily made to 
the manometer so that readings may be taken at any 
time. A “pulling” sensation or desire to cough indi- 
cates too low a pressure and is an indication for 
introduction of more air. By tilting the patient and 
directing the point of the needle downward toward 
the end of the operation, nearly all of the fluid can 
be removed. The patient should lie on the opposite 
side for several hours after the operation so that the 
remaining fluid will not bathe the site of the punc- 
ture. 

In guarding against the development of a pleu- 
ritis, the patient should avoid exposure or becoming 
chilled, especially early in the treatment. Respira- 
tory infections should be avoided as strictly as pos- 
sible. Too large a needle, too large refills, and sud- 
den increase in pressure should be avoided. In the 
presence of any temperature elevation it may be well 
to defer a refill for a few days. The air injected 
should not be chilled. Observing these safeguards 
will not, by any means, prevent all effusions, but 
may quite definitely avoid some needless ones. 

As we have mentioned, from 10 to 20 per cent of 
serous effusions become purulent. These may be 
mild or severe, become secondarily infected, or origi- 
nate from a bronchopleural fistula. Statistically, the 
effectiveness of the collapse seems to have little or 
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no bearing on the incidence of empyema. The serous 
effusions may become secondarily infected during a 
respiratory infection or following intrapleural lysis 
of adhesions or septic infections or from an infec- 
tion following thoracoplasty where the pleura has 
been punctured. 

The most common type of empyema is of mild 
onset in which a serous fluid gradually becomes 
cloudy and finally frankly purulept. In the ordi- 
nary course of events, the effusion has been present 
for some months before this takes place. The mode 
of onset is not always a fair index of the severity 
of the infection, and it is sometimes difficult to 
determine whether the gravity of the symptoms pre- 
sented by the patient are due to the empyema or 
the pulmonary lesions. In the mild cases, the transi- 
tion to pus may not be recognized clinically but only 
when aspiration is performed. The purulent effusion 
frequently lasts until the death of the patient or 
until the lung is eventually re-expanded. The col- 
lapse of the lung is eventually decreased or lost in 
a large number of these cases. This is not true of 
those with severe empyema, many of whom die be- 
fore the degree of collapse can materially change. 
Not infrequently the lung is so bound down by 
thickened visceral pleura that it will not expand, or 
it may partially expand and become converted into 
a fibrous mass, a condition which may be compatible 
with health. The chest wall becomes retracted and 
the mediastinum displaced. Cavities may reopen or 
become larger, or there may be no harmful action 
from premature expansion. 

The general condition of these patients is usually 
good, and the amount of fluid is usually not large. 
Frequent aspiration is seldom necessary, and the in- 
dications are much the same as for serous effusions, 
i.@., pressure symptoms, obliterating pleuritis and 
failure of absorption to take place. In these cases 
the intrapleural pressure should usually be kept 
slightly on the positive side. Aspiration and irriga- 
tion with normal saline is said to be beneficial. In 
my series, which is very small, this has been of 
dubious value. 
though this has been reported to be beneficial; also 
irrigation with Jessen’s solution. 
attempted the injection of any antiseptic or irritant, 
which seems to me a drastic and uncalled for pro- 
cedure which may produce disastrous results, such 
as perforation of the lung. 

When fibrous clots or very thick pus interfere 


I am not familiar with oleothorax, 


I have also never 


with aspiration, a digestive solution has been used 
(5 per cent pepsin, 0.5 per cent hcl and 0.5 per cent 
phenol in saline solution, 100 cc. 4-8 hours before 
aspiration). When formation of pus continues after 
aspiration, and signs of toxicity are shown, thoraco- 
plasty is indicated. This is especially true where 
either the cavity is not closed or has re-opened with 
re-expansion. Generally 12 months is long enough 
for treatment in mild cases, less in severe, so that 
the pleura will not have become so thick that it will 
interfere with a good surgical result. Because of this 
possibility, it is always better to aspirate in the 
anterior or mid-axillary lines, and avoid high intra- 
pleural pressure, which may force infected material] 
through the needle puncture. Phrenicotomy may be 
indicated to reduce the pleural space as much as 
possible. 

Severe tuberculous empyema without the compli- 
cation of secondary infection comprises a much 
smaller group of cases, fortunately, than the more 
benign form. The onset is usually acute, fever is 
high, toxicity and general symptoms are marked, and 
the course is usually rapidly downhill to a fatal 
termination in most cases. These patients are re- 
fractory to treatment. Aspiration and irrigation 
should be tried frequently and early. Some operators 
insert a catheter low in the axilla for the purpose 
of continued suction and irrigation, but often pus 
forms around the tube so that the pleura is not air- 
tight. If the case can be brought under control, 
thoracoplasty may be performed. Complications, 
such as bronchopleural and pleurocutaneous fistulae, 
are apt to occur. The prognosis in these cases is 
always poor—either at the onset or after they are 
established. 

Severe empyema may become secondarily infected, 
especially during the course of a general infection 
such as influenza or tonsillitis or possibly following 
It would seem worth while to try 
therapy with the sulfa drugs or penicillin in con- 
trolling the secondary infection. When such infec- 
tion occurs, at the onset, pulmonary perforation is 


pneumolysis. 


frequently the source. Irrigation with various anti- 
septics is commonly used in treatment—gentian vio- 
let 1:1,000 to 1:100, azochloramide 1:3,300, hexyl- 
resorcinol. Thoracotomy may be indicated if these 
measures do not succeed, and when the condition 
persists, thoracoplasty. 

We may group together the complications occurring 
in the course of pneumothorax therapy which are 
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due to faulty technique or accident, or both. Needle 
injury to a vessel may produce a hematoma, which 
causes no trouble except discomfort. Puncture of a 
small vessel in the lung by injury by the needle 
point may cause hemoptysis. The visceral pleura 
may be torn by the point of the needle. These tears 
usually heal quickly and collapse of the lung is 
unusual. Even when this occurs, the symptoms are 
seldom so severe as to necessitate withdrawal of air. 
Subcutaneous emphysema, caused usually by leakage 
of air back along the needle track, may cause dis- 
comfort, but requires no treatment. Pneumoperito- 
neum by puncture of the diaphragm by the needle 
point may occur if the needle is introduced too low. 


“Gas reactions” are popularly supposed to be 
caused either by pleural shock or air embolism. 
The theory of the former is that of a reflex set up 
by irritation of the pleura involving the vagus nerve 
and inhibiting the heart. Few hold this to be ten- 
able as it cannot be produced experimentally and 
occurs rarely, considering the number of punctures 
made. The theory of air embolism holds more water, 
but even here seems to occur only when some insult 
is offered the pleura or the lung in addition. We 
have all encountered these reactions and there are 
many things about them which are difficult to ex- 
plain on a physiologic basis. 

Procain poisoning due to sensitivity may occur, 
but deaths fortunately are rare. The important thing 
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to remember is that sudden deaths can and do occur 
during pneumothorax therapy. Therefore, extreme 
vigilance in technique must never be relaxed—be 
careful to avoid tearing the visceral pleural, to al- 
ways have good manometric fluctuation before ad- 
ministering air, to stop immediately with the onset 
of symptoms, to exercise care in maintaining aseptic 
technique and to have stimulants always on hand 
so that reactions may be promptly and vigorously 
treated. 

It is obviously impossible in a paper of this length 
to discuss in detail all of the problems which may 
arise in the course of pneumothorax therapy. Nor 
is it possible, for me at least, to adhere too strictly 
to the subject of “supervision” without being led 
astray, as you have doubtless observed. For a sur- 
gical procedure with an actual technique as simple 
as that of administering artificial pneumothorax, the 
judgment of the operator in the management of these 
cases is as important as in many complex operative 
procedures, and therein lies the success or failure of 
the treatment, and on it often depends the very life 
of the patient. The ramifications are almost endless, 
and it is our responsibility to inform ourselves as 
extensively as we can as to the problems with which 
we have to deal that we may do our part effectively 
on controlling pulmonary tuberculosis and restoring 
our pneumothorax cases to a life of usefulness. 


22 Church Street. 





Combat Pay for Medical Units. 

Many will welcome assurance that the War De- 
partment is giving its attention to additional recog- 
nition for men of the Medical Corps serving with 
combat units. This is a matter about which the 
G. I.’s themselves feel strongly. They know that 
where there is danger, there the medic is also. They 
know that the call goes out for him the minute the 
enemy really has the range. He is as essential to 
victory as is the infantryman, to whom his presence 
may at any moment mean life rather than death. 
General Eisenhower has recommended to visiting 
Congressmen, says a wholly credible report from 
France, that he be given extra combat pay com- 
parable to that of the combat unit he serves. 


Secretary Stimson indicates that the case of the 
man of the Medical Corps presents a separate prob- 
lem because of his non-combat status under the 
Geneva Convention, but separate insignia and a 
separate pay system would seem to clear that hurdle. 
The Secretary noted also that more Medical Corps 
men receive technical ratings, thus boosting average 
pay, but that doesn’t help the medic who hasn’t his 
rating nor compensate the corps generally when it 
leaves a safe spot for the shooting front. We hope 
for the sake of G. I.’s, as well as of the men of the 
Medical Corps themselves, that this particular bit 
of justice need not be longer delayed. 

—New York Herald Tribune. 
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HEMATOLOGIC MANIFESTATIONS OF HYPERSENSITIVE STATES* 


THEODORE L. Squier, M.D., 
Milwaukee, Wisconsin. 


In 1905 von Pirquet and Schick! in their account 
of serum sickness described the associated leuco- 
penia and mentioned that at times it was the only 
observed manifestation of a serum reaction. Since 
that time attention has been repeatedly directed to 
changes in the white cells which occur during or 
after anaphylactic shock. In 1914 Widal, Abrami, 
Brissaud, and Joltrain? described the sharp leuco- 
penia and lowered blood pressure which they ob- 
served in connection with anaphylactic shock and 
which came to be known as the hemoclastic crisis 
of Widal. Lee and Vincent? observed in 1915 dur- 
ing anaphylactic shock in experimental animals that 
the piatelets were diminished in the peripheral 
blood and tended to clump in internal organs. The 
increased incidence of profound granulocytopenias 
reported between 1920 and 1935, which appeared 
to be directly related to the indiscriminate use of 
amidopyrine-containing analgesics, served to focus 
attention on hitherto neglected hematologic responses 
associated with allergic reactions. 
bone-marrow depression known to result from ex- 
posure to benzene and similar toxic chemicals, to- 
gether with the frequent inconstant hypoplasia or 


However, the 


aplasia found in the bone-marrow of patients dying 
from agranulocytic angina, led to widespread ac- 
ceptance of toxic action as the mechanism responsi- 
ble for that disease. 

In 1933 Madison and Squier* reported their ob- 
servations on the etiologic relationship between ami- 
dopyrine and granulocytopenia, and shortly after- 
wards® reported recurrent attacks of granulocyto- 
penia reproduced at will by infinitesimal amounts 
of the drug, thus demonstrating true drug hyper- 
sensitivity rather than toxic action as the mechanism 
involved. Although many subsequent reports of 
granulocytopenia resulting from drug hypersensi- 
tivity confirmed this observation, other reports ap- 
peared in which data were insufficient to differenti- 
ate the leucopenia from that due to toxic or nutri- 
tional bone-marrow depression. 

The therapeutic importance of such powerful 
chemotherapeutic agents as the sulfonamides makes 
it imperative that their high sensitizing potentiali- 





*Delivered as the Alpha Omega Alpha address at the 
University of Virginia, February 17, 1944. 


ties be recognized, and that allergic reactions be 
distinguished sharply from other less explosive and 
less dangerous manifestations of intolerance. Ac- 
cordingly, a consideration of hypersensitive reac- 
tions as manifested by the circulating blood cells 
is undertaken. 


AcuTE HEMOLYTIC ANEMIA 

Acute Hemolytic anemia was probably first re- 
ported by Mackintosh and Cleland® in 1902. In 1907 
Widal, Abrami, and Brulé? accurately described this 
condition, which they called acquired hemolytic 
icterus to differentiate it from the previously recog- 
nized congenital type of disease. In 1907 Chauf- 
fard’ noted the increased fragility shown by the red 
cells in salt solution and the tendency to spherocy- 
tosis. In 1908 Widal, Abrami, and Brulé® reported 
auto-agglutination of the red cells in acquired hemo- 
lytic jaundice. In the same year Chauffard and 
Troisier! found an iso-hemolysin for normal ery- 
throcytes in the serum of a patient with the acute 
type of acquired hemolytic anemia, and used the 
term “acute hemolysinic icterus’” for the disease. 
In 1925 Lederer!! reported a group of three cases 
of acute hemolytic anemia as a new syndrome, with 
some resulting confusion’since “Lederer’s anemia” 
is essentially identical with the acute type of ac- 
quired hemolytic anemia. In 1940 Dameshek and 
Schwartz! reviewed the subject of hemolytic icterus 
with special emphasis on the mechanism involved. 

Normally there is a constant breakdown or lysis 
of old red cells in the body which is constantly com- 
pensated by new cell formation. Certain simple 
chemical as distilled 
saponin, are well recognized hemolytic agents in 
vitro. Colloidal silicic acid has the ability of alter- 
ing the cell membrane of erythrocytes so that hemo- 
lysis will occur in the presence of complement ex- 
actly as it does when the cell is sensitized by im- 
Lytic phenomena 


substances, such water or 


mune antibodies (hemolysins). 
may occur, therefore, as a result of simple changes 
in the cell membrane or as the result of more com- 
plex immunologic changes. 

Favism provides a striking example of acute 
hemolytic anemia as the direct result of an allergic 


reaction to an ingested or inhaled protein. This 
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condition, most frequently reported from Italy, usu- 
ally has a very acute onset accompanied by chills 
and fever. At first there is leucopenia followed by 
leukocytosis with an increase in mononuclear cells. 
Platelets are likewise frequently greatly diminished 
at the onset. Hemoglobinuria and icterus follow 
promptly and there is evidence of rapid destruction 
of red cells. Luisada™ describes two chief types of 
attack: (1) that caused by inhalation, either of the 
pollen or more rarely of emanations from the leaves 
or from the seeds during or after cooking; and (2) 
that caused by ingestion of raw pods, raw fresh 
seeds, or less frequently from partially or completely 
cooked fresh or dried seeds. Typical attacks last 
two to six days, and fatal cases, which occur almost 
exclusively in children, terminate during the first 
two days or very rarely after the third day of ill- 
The phase of hemoglobinemia, and therefore 
the phase of acute hemolysis, subsides rapidly. Some 


ness. 


cases are associated with severe itching of the face 
and hands or with urticaria, and Parlato! has re- 
ported associated rhinitis and asthma. Pazzi de 
Murtas® did skin tests in a series of forty-four 
patients and demonstrated the presence of sensi- 
tivity to the fave protein. It is of interest that pa- 
tients surviving several attacks may develop immu- 
nity, or at least sufficient tolerance that subsequent 
attacks are much milder. An old empiric method 
of prevention used in Sardinia mentioned by Luisada 
is based on drinking an infusion of dried fave beans, 
or rubbing the skin with it. 


AUTO-AGGLUTININS 

Since the demonstration of hemolysins in the 
blood by Chauffard and his associates, the presence 
of auto-agglutinins and iso-hemolysins has been re- 
ported frequently but by no means constantly in 
acute hemolytic anemias. The auto-hemolysins dem- 
onstrated by means of the Donath-Landsteiner test 
in paroxysmal cold hemoglobinuria seem to be quite 
regularly associated with the presence of a positive 
Wassermann reaction in the blood, and presumably 
with syphilitic infections. However, auto-agglutinins 
especially in low titer, are frequently found in the 
absence of a positive Wassermann and in persons 
otherwise apparently normal. Recently it has been 
noted that attacks of atypical pneumonia are so 
regularly associated with high titers of auto-agglu- 
tinins that demonstration of their presence is of 
diagnostic value. If these cold auto-agglutinins 
are true immune antibodies, as generally accepted, 
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it is not improbable that some will be involved in 
hemolytic processes, as in the Donath-Landsteiner 
phenomenon. 


Iso-ANTIBODIES AND Iso-IMMUNIZATION 

Although 
it was very easy for Ehrlich and Morgenroth™ to 
produce iso-hemolysins in one goat by injecting it 
with erythrocytes from another goat, it was found 
that the anti-serum so produced was only potent 
against the blood cells of the goat which had fur- 
nished the red cells used in immunization, and for 
certain other goats, but was never hemolytic for the 
cells of the animal which had produced the anti- 
serum. Normal iso-hemolysins were recognized and 
described in 1900 by Landsteiner™ as occurring in 
the blood of man. Transfusion reactions thus be- 
came understandable as antigen-antibody reactions. 
However, in spite of careful typing into blood 
groups, transfusion reactions continued to occur from 
time to time. Direct cross matching of bloods used 
for transfusion, in addition to typing, still further 
Neverthe- 


Rh Antigen and Hemolytic Reactions. 


reduced the incidence of such reactions. 
less, hemolytic transfusion reactions sometimes oc- 
curred when certain individuals were repeatedly 
transfused from the same donor or even when dif- 
ferent donors were used. In 1940 Rh antigen was 
first described by Landsteiner and Weiner!* and so 
named because anti-Rhesus antibodies were found 
in serum of animals immunized against rhesus 
blood. Subsequently Levine and his co-workers 
demonstrated that erythroblastosis foetalis resulted 
from anti-Rh antibodies which developed in an Rh 
negative mother and caused agglutination and hemo- 
lysis of red cells in the Rh positive fetus. Recogni- 
tion of the Rh factor has led to adequate explana- 
tion of many transfusion reactions which have oc- 
curred within accurately typed blood groups. Sta- 
tistical analysis of random samplings have shown 
that Rh antigen is present in 85 per cent of the pop- 
ulation. It is lacking in the remaining 15 per cent 
which is, therefore, susceptible to iso-immunization 
with Rh antigen. 

These instances of acute hemolytic anemia suffice 
to illustrate the mechanism which is fundamentlly 
the same as in bacteriolysis. Hemolytic anemia has 
been reported in allergic drug reactions, but actual 
demonstration of the antibody mechanism is much 
more difficult because the specific causative agents 
are partial antigens or haptens. Harvey and Jane- 
way” reported three cases of hemolytic anemia fol- 
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lowing the use of sulfanilamide in 1937, and since 
that time many similar reports have appeared. W. 
Barry Wood” found acute hemolytic anemia in 5 per 
cent of 522 patients treated with sulfanilamide. 


NUTRITIONAL ANEMIA AND GRANULOCYTOPENIA 
Following the demonstration of the etiologic re- 
ationship between amidopyrine and agranulocytic 


angina reports*! appeared in which it was demon- 
strated that long continued administration of ami- 
dopyrine caused depression of the bone-marrow and 


) 


resultant neutropenia. Miller and Rhoads,” on the 
assumption that basically faulty diet might be re- 
sponsible for the development of amidopyrine granu- 
locytopenia, fed dogs a deficient diet (black tongue 
diet) and then added amidopyrine in a dosage con- 
sidered by them inadequate to produce symptoms. 
In this experiment, anemia rather than leukopenia 
resulted; and even in dogs fed a normal diet, the 
addition of amidopyrine produced anemia which 
was somewhat less severe. 

Recent experiments in which animals were fed 
purified diets plus sulfonamides have shed consider- 
able additional light on nutritional factors in the pro- 
duction of sulfonamide anemia and granulocytopenia, 
as distinguished from reactions of hypersensitivity. 
Rats fed a purified diet to which 1 per cent sulfona- 
mide was added developed severe granulocytopenia, 
anemia, or both. Similar studies** showed also that 
the addition of sulfonamides to purified diets re- 
tarded growth in rats, but that the addition of 
“Folic acid” and Biotin to the diet restored normal 
“Folic acid” and Biotin likewise were 
used successfuly to prevent and treat the leucopenia 


growth. 


and anemia induced by sulfonamides added to puri- 
fied diets. On the basis of “Folic acid” synthesis, 
shown to result from stimulation by p-aminobenzoic 
acid acting on intestinal bacteria of the chick in 
vitro, it has been postulated that interference with 
this p-aminobenzoic acid stimulus is responsible for 
the observed dyscrasias when sulfonamides are pres- 
ent. 

The fulminating hemolytic anemia or granulocy- 
topenia seen in some allergic drug reactions repre- 
sents a very different clinical picture, the mechanism 
of which can best be compared to that of serum dis- 
ease. Symptoms of hypersensitivity to sulfonamides 
and to drugs in general are especially apt to appear 
after administration has been continued from five 


to ten days. However, when sensitivity is present 


from previous administration, the reaction may be 
accelerated, as in accelerated serum disease, and 
acute symptoms may appear within minutes or hours 
following ingestion of the drug. Chills, fever, and 
general malaise characteristically occur in reactions 
of drug hypersensitivity, and the symptoms are quite 
like those seen at the onset of acute hemolytic 
anemia. 

The leucopenia which occurs at the onset of some 
allergic reactions is so great that cell destruction 
alone does not satisfactorily account for the rapid 
change, and there is little doubt but that redistribu- 
tion of white cells and thrombocytes occurs during 
the acute reaction. Some leucocytes probably accumu- 
late about the immediate site of the antibody-antigen 
union whether this be in the gastro-intestinal tract, 
bronchial mucosa, skin, or elsewhere. The experi- 
ments of Abel and Schenck™ in which reduction of 
leucocytes occurred in the peripheral blood during 
and following anaphylactic shock adequately ex- 
plains part of the leucopenic response. By the use 
of an ingenious moat they were able to observe the 
capillaries, venules, and blood cells in rabbits dur- 
ing anaphylactic shock. Arteriolar contraction with 
obliteration of the lumina and stoppage of the cir- 
culation was first observed. This was followed by 
increased adherence of the leucocytes to the blood 
vascular endothelium and by leucocytic emigration 
through the walls of the capillaries and venules in 
Redistribution of white cells un- 
doubtedly plays an important role in the immediate 


large numbers. 


leucopenia observed in allergic reactions and in the 
Widal hemoclastic crisis. So, by analogy with other 
allergic phenomena, it is reasonable to suppose that 
cellular destruction through leucolysins also con- 
tributes to the leucopenia or allergic reactions. 

In 1935 Vaughan” described his use of digestive 
leucopenia as a diagnostic criterion in food allergy. 
A similar procedure was used by Squier and Madi- 
son” in studying patients with purpuras due to food 
sensitivity, but instead of using acetic-acid diluting 
fluid in which white cells are relatively stable, ace- 
tone-eosin diluting fluid was used. The fragility 
of the leucocytes in acetone-eosin diluting fluid is 
increased. Comparative counts made with this and 
with the usual acetic acid diluent before and after 
the ingestion of foods have suggested that during 
an allergic response there is a leucopenia, due not 
only to redistribution, but also to increased fragility 
of the white cells. In a random series of pre-inges- 
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tion blood counts it was found that the difference 
between the acetone and acetic white counts progres- 
sively increased as the acetic count became higher. 
Simultaneously acetic and acetone white counts made 
before and after food ingestion were plotted so that 
the observed acetone count in each instance was 
recorded in relation to the corresponding acetic 
count. Prior to ingestion of test food the acetone 
counts scattered in the expected fashion about the 
previously determined average for the random ace- 
tone counts. Immediately after the ingestion of foods 
to which there was a normal increased leucocyte 
response, the difference between the acetic and ace- 
tone counts was less than before ingestion at 
the corresponding acetic levels. Presumably, there- 
fore, this rise in white count is accompanied by 
lessened fragility of the leucocytes. For comparison 
a similar plotting of counts was made before and 
after the ingestion of foods which induced a leu- 
copenic and presumably allergic type of response. 
This demonstrated a marked increase in the differ- 
ence between the acetic and acetone leucocyte counts, 
at the corresponding acetic white count level. Ap- 
parently, therefore, the ingestion of foods causing 
leucopenia is accompanied by increased fragility of 
the white cells in the acetone diluting fluid. This 
suggests a possible correlation to the increased fra- 
gility of erythrocytes frequently but not invariably 
observed in acute hemolytic anemias. In this group 
it is of interest that the average of the acetone counts 
before food ingestion corresponded within very nar- 
row limits with the corresponding counts in the ran- 
dom series. 

It is not the purpose to consider here the blood 
response as a diagnostic procedure in food allergy. 
However, it is of interest that in a food allergy series 
a marked drop in acetone white cell count occurred 
in several instances in which the leucocyte drop, 
with the usual acetic acid diluent, was less than 
1000. It may be postulated, therefore, that the ace- 
tic count registers fairly accurately the leucocyte 
changes which result primarily from redistribution, 
whereas the acetone white count registers in addi- 
tion the changes due to increased fragility of the 
leucocyte. 


THROMBOCYTOPENIA 


The diminution in platelets frequently observed 
in anaphylactic shock, and during the acute allergic 
reaction of favism has already been mentioned. In 
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1907 Rufus Cole® injected human blood platelets 
into the marginal ear vein of rabbits and was able 
to produce a strong agglutinating serum for human 
platelets. Hemolytic serum produced in a similar 
manner for human erythrocytes, although of high 
hemolytic titer, failed to agglutinate platelets. Lee 
and Robertson” injected guinea pigs with antiplate- 
let serum and were able experimentally to produce 
in animals a condition clinically comparable to 
thrombocytopenic purpura. The antiserum so pro- 
duced had strong specific agglutinating and lytic 
action on guinea pig platelets but would not occur 
in the absence of complement. Corresponding nor- 
mal serum injected in control pigs caused no blood 
changes. Thrombocytopenic purpura resulting from 
drug allergy is well recognized. Following Loewy’s”” 
report of thrombocytopenic purpura from sedormid, 
in which exacerbations were produced at will by 
readministration of from 1%4 to 4% grain, many other 
instances have been recorded. The report of H. H. 
Huber*! is of special interest because the reaction 
occurred in himself and the sequence of symptoms 
was accurately observed and recorded. One tablet 
of sedormid was taken at 10 P. M.; at midnight 
the chill and fever characteristic of an allergic drug 
reaction occurred, and the blood platelets at that 
time had dropped to 40,000. Thrombocytopenic 
purpura alone or in association with granulocyto- 
penia has been reported following administration of 
a number of other drugs, and recently reports of 
thrombocytopenic purpura following the use of sul- 
fonamides have appeared with increasing frequency. 

Squier and Madison reported thrombocytopenic 
purpura from allergic reactions to foods in 1937.* 
The identification of reacting foods by others who 
depended on skin tests or on elimination diets alone 
as diagnostic procedures has with few exceptions 
been unsatisfactory and has failed to demonstrate 
the food etiology. 

Brief summaries of three additional cases of 
thrombocytopenic purpura due to food allergy illus- 
trate platelet depression in hypersensitive reactions. 
These cases will be reported in detail elsewhere. 

The first patient (V.D.) has been observed since 
1938 and has been found clinically sensitive by 
ingestion tests and clinical trial to milk, rye, pork, 
tomato, coffee, and tea. However, only the ingestion 
of rye or coffee was associated with a thrombocyto- 
penic response. It is of special interest that al- 
though marked thrombocytopenia with a drop in 
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platelets from 114,000 to 42,000 followed coffee 
ingestion, normal leucocytosis rather than leucopenia 
occurred. It is probable, therefore, that something 
more than redistribution of platelets was involved 
in the thrombocytopenic response, and that platelet 
agzlutination, lysis, or both, was probably present. 
A moderate rise in the platelet level followed elimi- 
nation of rye, and it has been consistently within 
normal range since coffee was discontinued. 

The second patient (M.K.), a sixteen-year-old 
girl, had eczema in infancy from cow’s milk and at 
twelve had had a series of nose bleeds. In March, 


1943, she complained of joint pains, there was severe 
epistaxis, and typical symptoms and signs of ex- 


tremely grave thrombocytopenic purpura. Milk was 
at once eliminated from her diet on the basis of the 
history of previous intolerance. After the acute at- 
tack had subsided, a fall in platelet count from 
104,000 to 64,000 following milk ingestion con- 
firmed the suspected milk intolerance. Ingestion 
tests with wheat, egg, orange, and apple all were 
normal. An ingestion test with beef, done approxi- 
mately six weeks after the positive milk response, 
was followed by moderate leucopenia, but without 
any accompanying depression of the thrombocyte 
count. There has been no subsequent recurrence of 
symptoms, 

The third patient (M.E.C.), a twenty-one-year- 
old woman, gave a history of bruising when ten 
vears old and at twelve had had severe nose bleeds 
lasting five days. Her history was otherwise unim- 
portant and no allergic symptoms had been observed. 
In October, 1943, she had profuse menstrual flow 
which followed within a day or two after a normal 
menstrual period. Her platelet count at this time 
was 60,000, and the tourniquet test was strongly 
positive. After recovery from the acute attack, a 
four-plus cutaneous reaction to ragweed pollen con- 
firmed her allergic constitution, although there was 
no suggestion of clinical ragweed sensitivity. An 
ingestion test with orange, which she had been tak- 
ing daily, was followed by a fall in the platelet 
count from 100,000 to 46,000. Wheat ingestion like- 
wise was followed by a fall in platelets from 78,000 
to 42,000 and later in the day after a lunch of 
toasted cheese sandwich and malted milk, the plate- 
let count was found to be 38,000. The reduction in 
white cells, which paralleled the platelet counts dur- 
ing the first stages of the reaction, had subsided by 
afternoon although the platelet depression had in- 
creased. 
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SUMMARY 

Leucopenia characteristically occurs in allergic re- 
actions and is brought about in part by redistribu- 
tion of the white cells. However, in more pronounced 
allergic reactions, there is evidence that the fragility 
of the white cell is increased and that white cell 
destruction occurs. This mechanism is comparable 
to the lysis of red cells seen in the hemolytic anemia 
of favism which is of recognized allergic origin and 
in the hemolysis which occurs in transfusion reac- 
tions which likewise depends on antigen antibody 
reactions. Transitory thrombocytopenia may result 
from redistribution of the platelets, but lysis un- 
doubtedly occurs whenever clinical symptoms of 
thrombocytopenic purpura are present. 

Allergic reactions may be manifested in the blood 
stream by leucopenia, hemolytic anemia, or throm- 
bocytopenia or at times by combinations of these 
responses. Recognition of the offending agents is 
often difficult and when foods or drugs are the 
exciting antigens, skin testing rarely provides sig- 
nificant clues. On the other hand, clinical trial by 
ingestion of the suspected substance, although ex- 
ceedingly dangerous and usually inadvisable when 
drug hypersensitivity is present, does provide clin- 
ical evidence that the blood cells are directly in- 
volved. A therapeutic approach to successful man- 
agement is provided through avoidance, when the 
causative agent has been determined. 
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Report First Successful Operation for Aneu- 
rysm of Aorta in Chest. 

The first successful operation in which there was re- 
moved a section of the thoracic aorta (that portion of the 
main trunk artery which is located in the chest) on which 
there was an aneurysm (a sac formed by the dilatation 
of the walls of an artery), is reported in The Journal of 
the American Medical Association for December 30 by 
John Alexander, M.D., and Francis X. Byron, M.D., of 
the University of Michigan Medical School. 

“On October 20, 1943, we successfully removed an 
aneurysm of the thoracic aorta measuring 11 by 8 cm., 
together with a 7.5 cm. length of the aorta,” the two 
surgeons say. “We are reporting this case because of 
its historical interest from the physiologic, medical and 
surgical points of view, since we can find no record in 
which an aneurysm of the thoracic or abdominal aorta 
has been successfully removed or in which the thoracic 
aorta has been successfully ligated.” 


They believe the aneurysm probably arose in connec- 
tion with a narrowing or constriction of the aorta (coarc- 
tation). The two men warn, however, that “the opera- 
tion used in our patient has no bearing on the manage- 
ment of aortic aneurysm in general because in him there 
was an exceptional combination of circumstances that 
made the operation feasible.” 

Of primary importance was the fact that the patient, 
a young man, had a good collateral circulation, so that 
after the aorta was tied off the supply of blood to the 
lower part of the body was sustained by means of smaller 
arteries. These smaller arteries branch off the upper 
part of the aorta. Ordinarly they do not carry a large 
volume of blood. 


Also contributing to the success of the operation was 
the good health of the patient, the absence of syphilitic 
disease of the aorta and the fact that the aneurysm was 
so located that the aorta could be tied off below the 

artery leading to the brain and spinal cord. 
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THE PSYCHO-ENDOCRINE ORIGIN AND THERAPY OF 
RECURRENT SPONTANEOUS HEMORRHAGE* 


Puiiip Jacosson, M.D., 
Petersburg, Virginia. 


Sometime ago I expressed the opinion! that spon- 
taneous recurrent hemorrhage may be due to an endo- 
crinopathy of uncertain nature and can be so affected 
by the administration of available hormones that the 
bleeding will stop. The idea was derived from the 
experience of observing this phenomenon in the male 
and female using estrogenic and gonadotropic hor- 
mones, in one case both of them. Since then, through 
additional opportunities for noticing the reactions of 
bleeding individuals of both sexes to the estrogenic 
hormones particularly, I feel that such a conception 
is on a more tenable basis and, certainly at least, 
deserving of clinical and Jaboratory investigation. 
Furthermore, deeper insight into these reactions per- 
suades me to include the psyche as an inseparable 
element of this disease. 

Spontaneous hemorrhage is frequently encoun- 
tered and rarely happens just once in the life of a 
susceptible person. Usually seen in the nose, it may 
occur from the lips, gums, esophagus, stomach, rec- 
tum, kidneys and bladder, and of course the uterus. 
I have now a patient who bled on the posterior sur- 
face of the ear from what appeared to be an eroded 
vein which later became a hemangioma no larger 
in diameter than the vein. Perhaps the tumor was 
being created but the whole process was so rapid 
and the bleeding so profuse that it constituted a 
real hemorrhage. In this discussion the disease is 
considered as a distinct entity, although it may be 
associated with other conditions such as purpura, 
hypertension, and the menopause. 


DESCRIPTION OF THE DISEASE 

For the purpose of clarity, as well as defining this 
condition, it may be well to review three of the first 
cases that came to my attention with the advantage 
of following them four years. The initial one was 
a white female, age 48, who, suddenly becoming ill, 
presented the signs of an internal hemorrhage. The 
appearance of tarry stools confirmed the impression 
that the bleeding was from the gastro-intestinal 
tract. She never had gastro-intestinal disturbances 
before this and there was now no abdominal dis- 
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comfort. Five years before she had had an appli- 
cation of radium for severe functional uterine bleed- 
ing and the flushes of the succeeding artificial meno- 
pause were so pronounced that a large amount of 
estrogen was required to relieve them. The injec- 
tions became intolerable after a few years when she 
tired of and finally refused them and this episode 
occurred some months later. Her complaints were 
of severe flushes, weakness, and thirst. I injected 
estrogen to control the flushes, in addition to other 
measures, not thinking at the time that the bleed- 
ing could be associated with the deprivation of this 
substance. When the flushes were controlled and 
it became evident in a few days that the bleeding 
had ceased, a roentgen study of the stomach was 
made which revealed a small gastric ulcer near the 
pylorus, obviously a “silent” ulcer since there were 
no symptoms. She discontinued the injections in a 
short period of time and the reappearance of flushes 
was accompanied by tarry stools. This combination 
of flushes and tarry stools occurred several times, 
but following the publication of my paper she would 
no longer continue this treatment and consulted an- 
other physician, to whom she was careful not to 
mention anything about injections. He had her enter 
the hospital because of the persistent bleeding. The 
surgical consultant advised operation but he, also, 
was not informed of the means by which hemor- 
rhages could be controlled in this patient and partial 
gastrectomy was done. The specimen contained two 
ulcer craters. The bleeding ulcer was close to the 
pylorus and had a small clotted vessel near its edge, 
while the other was healed. Her convalescence pro- 
ceeded uneventfully for three weeks when she began 
to distend and presented the signs of peritonitis. 
At operation, a piece of omentum, sutured over the 
anastomosis, was found sloughed off. Leakage fol- 
lowed and she passed away four days afterward. 
The surgeon was perplexed and unable to explain 
why the leakage had occurred so much later than the 
usual time for the appearance of this disaster. 
Psychological factors, to be discussed later, in 
some way are associated with spontaneous bleeding 
and there is also an alteration in tissue response, 
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illustrated in this patient, because it has been noted 
that these patients become more and more intolerant 
of transfusions.” As for this patient, she was emo- 
tionally very volatile with a rigid personality, seemed 
to be under continuous stress and had a tremendous 
fund of psychic energy. These characteristics are 
pointed out since they appeared to some degree, with 
one or another predominating, in all of the patients 
above forty years of age and in most of the children. 

The second case to be reviewed is that of a white 
woman, age 54, who was bleeding from the lip. 
The menopause had been completed but severe head- 
aches with flushes every four to six weeks remained. 
When first seen she presented an unusual spectacle 
as her head and neck were engorged with blood to 
such an extent that she was cyanotic. The veins of 
her face were bulging and one on the lower lip, hav- 
ing eroded through the epithelium, was bleeding pro- 
fusely. It was obvious that suturing this aperture 
would merely produce two other bleeding points, and 
a mucosa clamp applied across the opening was effec- 
tive but caused too much discomfort. Then it oc- 
curred to me that this whole syndrome could be an 
exaggeration of the familiar menopausal flushes and 
she was given 10,000 units of estrogen. It was 
astonishing with what rapidity the engorgement sub- 
sided, bleeding stopped, and every symptom disap- 
peared. Estrogen was administered during several 
months and there was no recurrence of the hemor- 
rhage. This patient has had no more difficulty with 
bleeding, but has not been well as she is easily dis- 
turbed and depressed along with considerable trouble 
with sleeping, suffers periods of nervous tension, and 
has mucous colitis and vascular hypertension. Here, 
again, are pronounced emotional factors in an indi- 
vidual who has had a spontaneous hemorrhage. If 
one accepts the hypothesis of the bleeding, in this 
instance, to be part of the menopausal syndrome, 
then the assumption that the hemorrhage is of endo- 
crine origin is justified by the fact the menopause, 
itself, is the result of an endocrine change and in 
this case responded to hormonal therapy. 

The third case is that of a white, eighteen year 
old boy, who sustained an irregular laceration about 
five inches long on the lateral aspect of his right 
leg. It had been taken care of elsewhere, but about 
twelve hours later I was called to his house to fix 
the dressing more firmly in place and arrange for 
further treatment. Although not in pain, it was 
necessary to give him a sedative because he was so 
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perturbed and agitated. The wound apparently had 
been adequately treated, the edges neatly and accu- 
rately sutured and he was to return eight days later 
for the removal of the sutures. On the afternoon 
of the eighth day, a few hours before the time to 
come to my office, he felt as if something had let 
go in his leg and it became swollen and extremely 
uncomfortable. I saw him at home where he was 
excited, restless, thirsty and in extreme pain; the 
leg below the dressing was edematous and the band- 
age, which previously had been comfortable, was 
now very tight. On taking off the dressing, bright 
red blood could be seen between the skin sutures. 
These were quickly removed and the wound gaped 
open, but after emptying the cavity of blood and 
clots I could find no bleeding points. The hemor- 
rhage seemed to be a welling of blood from a sur- 
face of muscle and the whole area was oozing uni- 
formly. Hasty investigation revealed that the lacera- 
tion had been through the skin, subcutaneous fat 
and the fascia of the leg exposing the underlying 
muscle, and the force of the hemorrhage had torn 
apart all the deep sutures, putting a heavy strain 
on those in the skin. A tight pack was placed in 
the wound and the patient sent to the hospital where 
he was given enough morphine to keep him quiet, 
intravenous fluids and heat to the leg which was 
elevated slightly. A few hours after admission the 
hemoglobin was 62 per cent, red cell count 3,100,000 
and the bleeding and clotting time normal. Mod- 
erate oozing continued, but as the pack was tightly 
bandaged in place I felt the situation was well con- 
trolled. Nevertheless, two nights later, profuse bleed- 
ing through the pack suddenly began and an interne 
opened the wound, applied another pack with epine- 
phrine and injected vitamin K. He, too, thought 
the hemorrhage was controlled, but a few hours later 
oozing was still present and apparently increasing, 
although the blood was clotting. 

Here was a predicament which did not react to 
the customary procedures. Analysis of the situation 
disclosed there were no single or multiple bleeding 
vessels, a muscle surface was oozing, and that while 
the blood would clot, the clot was ineffectual. Dur- 
ing puberty he had had several bleeding spells from 
the nose. Experience with an analogous but not 
similar situation is reported in my first paper and 
there have been two others since then. These were 
cases of post-tonsillectomy hemorrhage starting seven 
days after the operation when bleeding, from the 
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muscle surface exposed during the dissection, could 
not be controlled by ligating bleeding points, but 
did respond to estrogen therapy. Since this patient, 
therefore, had a spontaneous hemorrhage 5,000 units 
of estrogenic substance was given. In thirty min- 
utes the oozing stopped and the packs were removed. 
Three days later another hemorrhage occurred which 
quickly responded to the same therapy, without 
packing the wound, and healing then proceeded nor- 
mally. 
CHARACTERISTICS OF THE BLEEDER 

These patients exemplify three characteristics that 
have been universal in all the cases of spontaneous 
hemorrhage under my observation: first, the condi- 
tion occurred in tense, so-called nervous individuals; 
second, the bleeding is compulsive in nature and 
seems to be an effort on the part of the whole organ- 
ism to relieve itself of some burden; and, third, its 
course is profoundly curtailed by the administration 
of estrogen. 

The type of person capable of bleeding is one 
having the capacity for emotional storms under vir- 
tually continuous emotional hypertension. This as- 
sociation has impressed me so forcibly it inspires 
the belief that spontaneous hemorrhage may be one 


of the psychosomatic phenomena now becoming 


prominent in medical reasoning. The children pre- 
sented problems, such as enuresis, poor eating habits, 
attitudes and 
over-sensitiveness. The adults, especially men over 


environmental conflicts, unrelaxed 
45, were intense individuals, irritable, some over- 
conscientious and over-earnest, poor sleepers, usually 
falling asleep easily and awakening about three or 
four o’clock in the morning, constantly seeking somatic 
satisfaction in excessive smoking, drinking or eating 
and having a tremendous amount of dynamic energy 
which was usually misdirected. Frequently the his- 
tory included nose bleeding during puberty, which 
confirms, in my opinion, the existence of emotional 
stress throughout their whole life. The part heredity 
might play in an extremely emotional life is diffi- 
cult to separate from the domestic background, just 
as tuberculosis is not inherited unless one persists 
in staying in tubercular surroundings. 

From this description one is led to speculate on 
the theory that spontaneous bleeding in some persons 
may have a mechanism which in others produces 
vomiting, headaches and migraine, diarrhea, gastric 
disturbances and pylorospasm, anginal attacks and 
These are 


vascular spasms, and chronic fatigue. 
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now thought of as the end result of reaction patterns 
involving tension, conflicts and stress, and unless 
relieved by adequate psychotherapy can become syn- 
dromes severe enough to be disabling or even cause 
death. The idea that the endocrine system, as well 
as any other, can be predominantly affected in psy- 
choneurotic patterns is gradually penetrating medi- 
cal thought to such an extent that it may well prove 
a medium through which emotional drives perpetrate 
somatic effects. 

The nebulous characteristic that bleeding of this 
nature is an effort of the organism to relieve itself 
of a burden, is purely an impression arising out of 
the procession of events in a typical episode of 
which bleeding is the climax. First, there is some 
restlessness with a quickening in the tempo of cere- 
bral and motor activities, then a feeling of tension 
and turbulence, a internal 
explosion, which, converging towards the brain, re- 
solves into a throbbing fullness of the whole head. 
The face is flushed, the skin warm and sometimes 
the veins are distended. Bleeding from either side 
of the nose may come slowly or with a gush fol- 


sensation of imminent 


lowed by the alarm and panic such a scene imposes 
upon an already excited individual. In due course 
the bleeding stops, often of its own accord, and then 
frequently the patient remarks that he feels much 
better, especially about the head, than he did long 
before the bleeding ever started. This sequence can 
be of short duration or the preliminary complex 
occupy several days, mounting in intensity until the 
bleeding starts. The majority of patients will com- 
mence their history of the attack at the time of 
bleeding. Many will describe the sensation of full- 
ness in the head but it will require careful ques- 
tioning to draw out the full story. 

In contrast with all this, nose bleeding is con- 
sidered by many as being of minor importance and 
just something of a nuisance. That it can be some- 
thing more than an annoying incident is illustrated 
by the case of a white male, age 60, who was ad- 
mitted to the hospital for severe epistaxis of two 
days’ duration. He had had many bleeding attacks, 
but this one was more severe than any other. Bleed- 
ing from the right side of the nose continued in the 
hospital for three days despite every effort, including 
ligation of the right facial artery, to stop it and the 
patient, becoming weaker and very difficult to con- 
trol, died five days after admission. But right up 
to a few minutes before he passed away the face was 
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flushed, veins prominent and the pulse full and 
bounding. The only significant finding was the 
blood platelet count of 52,000, done 48 hours before 
he expired and he was thought to have thrombo- 
cytopenic purpura. Splenectomy should have been 
the treatment of choice but the decision to operate 
was too long delayed. Since then one patient of this 
series, bleeding just as severely on each occasion, 
was admitted to the hospital twice. Estrogen therapy 
quickly controlled the bleeding and it is regrettable 
that blood platelet studies were not done. 


EFFECTS OF ESTROGEN THERAPY 


This series consists of 49 patients who had 73 
bleeding episodes, five of which were of sufficient 
gravity to require hospitalization. Thirty-five were 
episodes of epistaxis occurring in 21 children and 
adolescents up to 19 years of age, and the remainder 
were in adults from 40 to 65 years old. It is in- 
triguing that there were no cases between the ages 
of 19 and 40 but I have omitted many instances 
of uterine bleeding, usually attributed to atrophic 
or hypertrophic endometrium, which could still be 
secondary to an upset endocrine balance evolving 
from emotional intensities. Of the adults 20 were 
men and 8 were women who had 38 bleeding at- 
tacks, the majority of which were from the nose. 
Response to estrogen therapy was adequate in every 
case. Bleeding stopped within 30 to 90 minutes 
without any local treatment in the nose or elsewhere. 
Bleeding from the tonsil fossae ceased within the 
same limit of time and in two cases of idiopathic 
hematuria three hours were required. Occasionally 
bleeding would start again about eight to ten hours 
after the initial dose of estrogen had been given, and 
this I interpreted as an overwhelming surge in the 
endocrine balance that the administered quantity of 
estrogen was unable to meet. Children and ado- 
lescents were given 2,000 to 5,000 units and adults 
10,000 or the equivalent of estrogenic compounds, 
regardless of sex. It is possible that these dosages 
can be measurably increased because, clinically, I 
have never noted any toxic effects. A valuable ac- 
cession of this therapy has been the complete elimi- 
nation of bleeding incidents in some of the patients 
who had had them for several years. Estrogen was 
given only at the time the patient presented himself 
bleeding and was not used in the interim between 
attacks. Rarely more than one injection was neces- 
sary. 


In evaluating the results of estrogenic therapy one 
is confronted by the fact that spontaneous hemor- 
rhage frequently subsides without any treatment. 
Some contend that the bleeding should not be 
stopped at all, but the notion that it acts as a safety 
valve for the vascular system under stress, as in 
hypertension for example, has always struck me as 
being an absurd rationalization, since blood flowing 
of its own accord and the actual removal of blood 
are not the same thing and do not accomplish the 
same purpose. The former is self originating and is 
found in children and adults with all degrees of 
vascular tension. 
exerts its influence in the emotional field, as well as 
the vascular, through some alteration of the endo- 
crine state of the moment and this takes place in 
the male just as much as it does in the female. What 
it acts upon first, I have been unable to determine; 
my impression is a simultaneous amelioration of 
both the hemorrhage and the state of tension occur 
without the former being responsible for the latter. 


Estrogen, from my experience, 


The recovery to a considerable degree of emo- 
tional and mental stability and the development of 
a gratifying sensation of well-being has been a con- 
sistent accompaniment of estrogenic therapy in the 
patients of this series. Walker*® points out that it is 
difficult to distinguish between the psychotherapeutic 
and pharmacodynamic properties of the sex hor- 
mones, and later in this article I digress to elaborate 
on the relationship between them which enlarges on 
the difficulties of making this distinction. 

According to the findings of Frank* both sexes 
require androgens and estrogens and perhaps it 
would be better to use a combination of estrogens 
and androgens than either by itself but for the pos- 
sibility that these hormones may not be synergists. 
Karnaky,> discussing a theory for the cause of men- 
struation and uterine bleeding, mentions that estro- 
gen is excreted excessively when a woman is given 
testosterone. From these two statements it may be 
a reasonable postulate that there is a total threshold 
for androgens plus estrogens and the administration 
of one may increase the excretion of the other or 
perhaps correct a pre-existing imbalance between 
them. Greenblatt and Torpin® experienced the clin- 
ical application of this in the treatment of pre-men- 
strual tension by determining which sex hormone to 
use through endometrial biopsy. Karnaky states 
also there is a blood estrogen level, that he terms 
the bleeding level, above or below which uterine 
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bleeding will occur and the estrogen content of the 
blood can be manipulated to promote or hinder such 
bleeding. 


RATIONALE OF HORMONE THERAPY 


In women uterine bleeding, in itself a form of 
spontaneous hemorrhage, and uncomfortable breasts 
are considered normal incidents of the menstrual 
cycle as well as irritability, depression and other 
but happier variations of mood that accompany 
oscillations of the endocrine components of the cycle. 
The impact of environmental circumstances on the 
personality, however, can so impress the mood that 
alterations in the sequence even to omission of bleed- 
ing may follow. This indicates that just as varia- 
tions in the endocrine state can affect emotion, so 
can emotion reverse the process and influence the 
endocrine status. The ultimate outcome is probably 
an eventual equilibrium, established between the two 
forces, from which the symptoms and signs emanate. 

That a mechanism capable of producing bleeding 
in the male can exist may be derived from the andro- 
gynic conception of the organization of the animal 
kingdom. Draper’ refers to the remarkable circum- 
stance of maleness within the female and female- 
ness within the male, and Frank® states that excre- 
tion of the sexually opposite hormones is common to 
both sexes: the daily excretion being 63 to 68 units 
of androgens for men and 42 to 56 units for women, 
and 9 to 12 units of estrogens for men and 18 to 36 
units for women. In addition, there seems to be a 
mysterious source outside of the gonads because he 
found there is an excretion of estrogen from both 
the castrated and post-menopausal female. Lacquer 
and DeJongh® demonstrated the presence of estrogen 
in the human testes, and Cunningham, May and 
Gordon” discovered it also in the testes of the bull 
and other large.animals. Since estrogen plays such 
an important role in the bleeding and emotional life 
of the female it is more than likely that it has its 
counterpart in the emotional life of the male and 
possibly in the hemorrhagic episodes so common to 
him also. 

Concrete information on the results of the inter- 
play between the psyche and the endocrine system is 
so limited that the only resource at present for de- 
termining what is happening lies in such a laby- 
rinth of imaginative conjecture that 
difficult if not impossible. Jt is to such fanciful 
deductions that Grollman™ attaches the term “ob- 


extrication is 
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scurantism”. One does not have to be spiritually 
minded to realize that in any living collection of 
protoplasm the sum of all its parts is not equal to 
the whole, and fanciful deduction has, on many oc- 
casions, been a means for exploration which dis- 
covers eventually what does constitute the whole. 

The psychopathological manifestations of a neu- 
rosis in any individual depends upon the manner it 
projects itself in that person. As the process goes 
forward through childhood and early youth, the pat- 
tern for discomfort and variations in mood becomes 
firmly fixed and more and more easily initiated until 
later in life it is almost habit in character. Like cer- 
tain tics and mannerisms they finally require little or 
only feeble stimulation to initiate them and thus a 
mood with its associated despair, phantasy and un- 
realistic outlook or the somatic complex peculiar to 
the patient comes in existence. Into this the endo- 
crine system becomes entangled. 

To attach all these phenomena to psychological 
factors alone is, I believe, an error. That its roots 
are in faulty psychological development, immaturity, 
inadequacy and unhealthy attitudes may be true, but 
when seen in the full blown state in the adult, it is 
a combination of psychological and endocrine vec- 
tors, the latter stimulated by the former and between 
them creating a vicious cycle. Judging from the 
reactions to hormone therapy, the syndrome once 
started, depends for its maintenance upon a per- 
sistent endocrine imbalance. This persistent endo- 
crine imbalance may be due to the comparative in- 
efficiency of the whole organism to dispose of a 
faulty endocrine status originated by the emotions. 
An example of this may be found in the order of 
incidents accompanying fright. Whatever the reason 
for it, sudden fear produces a complex including an 
increase in tone of every muscle of the body, pound- 
ing of the heart, blanching of the skin and alertness, 
and also attended with an abrupt overthrow of the 
hormone balance by the quick energizing of the 
endocrine glands. But when every reason for fear 
has been completely dissipated and totally accepted, 
the organism requires many hours and sometimes 
days to return to its previous state of tranquility. 
Thus a disturbed situation, quickly and capably 
created, is not as adequately dispersed and requires 
much time for its dissolution. 


In the therapy, it follows that this cycle must be 
interrupted through either of two avenues of ap- 
proach, one psychological and the other by the endo- 
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crine route, but preferably both. The psychological 
route has received by far the most attention and 
much progress has been made. That other means 
can be useful and sometimes produce much quicker 
results is seen in the growth of fever, drug and 
shock therapy for certain varieties of the psychoses 
and neuroses. These, perhaps, serve the purpose of 
violently interrupting the psyche in its more morbid 
states and permitting new alignments of emotional 
and intellectual patterns. 

The endocrine system also may be approached to 
do its part in altering the individual. If one ad- 
heres to the theory that the hormones have a role 
in a neuroses it represents a status which, for the 
time being, creates a degree of discomfort in the 
patient. To change this something must either be 
added or taken away, and progress in this direction 
is being made through the estrogen and androgen 
therapy of some of the cardiovascular diseases, espe- 
cially angina pectoris and hypertension.” Because 
of its quieting effect I have given estrogen to four 
men who were agitated and introspectively excited 
but had no bleeding or psychosomatic symptoms and 
found that they became so much more accessible 
mentally, that its use may prove of considerable 
value as a prelude to psychotherapy. All four vol- 
unteered the statement that they slept unusually well 
the night after receiving the injections even though 
it was given in the forenoon. This remark, as well 
as others, such as lessened desire for smoking and 
drinking, was made without suggestion from me as 
care was taken to avoid telling them what they were 
receiving and why. Under my treatment now are 
two men with peptic ulcer who have improved re- 
markably through estrogenic therapy accompanied 
by careful attention to the production of physical 
and especially mental relaxation and without diets. 

This would imply that if the person affected re- 
tained enough sense of reality to distinguish between 
the two, he would observe that the sensations of 
hyperemotionalism arrive first: the feeling of heavi- 
ness, globus hystericus, restlessness, tenseness or 
perhaps excitement and elation, all followed by the 
kaleidoscopic and repetitious ideation which to him 
is the reason for his feeling and conducting him- 
self as he does. Could the acceptance of the separa- 
tion of these two parts of the mood be eventually 
accomplished and the realization that the cart is 
being put before the horse be achieved, it may be a 
long step towards successful therapy. It is for this 
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purpose that hormones may be of value because of 
the common observation in the many conditions for 
which sex hormones are used, of the evolution, some- 
times dramatic and startling, of an improvement in 
the mental state, much different from the chanvzes 
produced by any other drug. This has been noticed 
so often that it can no longer be explained by coin- 
cidence or suggestion. 

Treatment of this type should not be used alone or 
indiscriminately and only with a full knowledge of 
the therapist’s goal along with his ability to achieve 
it. Its limitations should be realized for it could 
easily descend into the realm of charlatanism as a 
panacea for neurogenic or bleeding diseases. The 
major criterions for its employment should be a 
searching examination for the presence of an under- 
lying psychoneurosis, determination of the flexibility 
of the personality, the somatic effects of emotional 
hypertension and the probable relation of the pre- 
senting symptoms to deprivation of the sex hor- 
mones. 

I have been unable to find any record of the effect 
of estrogen on the male except for its use in prostatic 
malignancy. It appears that its analogue, testoste- 
rone propionate, has been favored for clinical study 
in the female as well as the male and probably with 
good reason. It may be that androgens may have 
the same or better therapeutic value in the condi- 
tions under discussion but I have had no experi- 
ence with them. The profound effect of estrogens 
and androgens upon involutional melancholia and 
menopausal syndrome in the female is well known, 
and, as I have indicated there may be instances in 
which estrogens, as well as androgens, will prove 
useful in analogous situations in the male. 


PATHOLOGY 

In the nose the blood is generally attributed to 
be coming from an open vein on the septum. Why 
a vessel should open in the septum or anywhere else 
by itself without external attack is not known. With 
purpuric states there is a concomitant permeability 
in the capillaries and an increase in their fragility, 
and Soskin’ showed that capillaries over the entire 
body are affected during menstruation. The latter 
observation can be applied to the larger vessels too, 
as it is a common experience for persons with vari- 
cose veins to complain more about them during the 
bleeding period than at any other part of the cycle. 
Moreover, at this time, these veins become much 
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more tender, dilated and sometimes have the sem- 
blance of being inflamed. Any attempt to integrate 
the bleeding concept with a change in the structure 
of the capillaries is confused by the impression that 
the hemorrhage is an active one and not a passive 
outpouring of blood, escaping because of the fragil- 
ity or elasticity of capillary walls. 

Opportunities for accurately observing what trans- 
pires at the bleeding site naturally are rare since 
the hemorrhage is sudden and usually from places 
that are hidden from view or, as in epistaxis, are 
obscured by the blood itself. Only two such chances, 
already referred to, were presented in this series. 
These were the patients bleeding from the lip and 
the ear but the pre-hemorrhagic state at the bleeding 
point was not seen and specimens could not be re- 
moved for examination. 

In the review of these two cases the phrases 
“eroded vein” and ‘hemangioma no larger in di- 
ameter than the vein’? were used. These describe 
the bleeding sites as viewed through a five power 
binocular. The blood was not coming from a crack 
or tear but through an elliptical aperture created in 
the vein that appeared to be as large in its short 
axis as the diameter of the vein. Around its edge 
the intima was extruded and there was a piling up 
of tissue that gave the hemangiomatous or prolifer- 
ous appearance. The whole picture suggested these 
sites were selected during the pre-hemorrhagic period 
in the same manner as a peptic ulcer area is pro- 
jected before the ulcer itself comes into existence. 
When the bleeding stopped, even though the holes 
were still open, healing proceeded rapidly, leaving 
hardly a trace by which the location could be recog- 
nized. 

As for the blood itself, reduction in number of 
platelets had been the only finding thought to be 
significant in purpuric conditions. Yet this is not 
constant and platelet counts in some of the recent 
cases were well within normal limits. Clotting of 
the blood is modified sometimes at the point where 
its retraction starts and goes little beyond this stage. 
I am making some studies of the effect of estrogen 
on the blood platelet count, and while, so far, these 
are not conclusive, there is evidence that the plate- 
lets are increased following the administration of 
estrogen, especially in plethoric individuals. 

Changes in the blood arising out of emotional 
states are not pronounced but that they do take place 
cannot be denied. Hyperglycemia is the most fa- 
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miliar and explicable, but a demonstration that the 
cellular components are changed has been made by 
Milhorat, Small and Diethelm’ who studied the 
effect of emotional disorders on the leukocytes. They 
came to the conclusion that leukocytosis is of fre- 
quent occurrence in emotional disorders, there is no 
relation between the number of white blood cells and 
the specific psychiatric disease, and the degree of 
leukocytosis was often related to the intensity of the 
psychopathologic emotion. This relation was con- 
sistent in the same subject. They believe the source 
of the leukocytes is from reservoirs or pools but have 
no definite idea where these are located. This shows 
the far reaching consequences of the power of fluctu- 
ating increased emotional tone, and indicates, that 
from the myriad facets of the make-up of man, an 
infinite number of every conceivable combination 
of psychosomatic entities is possible, including the 
particular type of personality associated with ple- 
thoric persons or those having the capacity for bleed- 


ing spontaneously. 


CoNCLUSIONS 

1. Recurrent spontaneous hemorrhage is a disease 
entity in itself. 

2. It is a psycho-endocrine phenomenon with a 
mechanism similar to psychosomatic conditions. 

3. A particular type of personality seems to be as- 
sociated with this disease. 

4. Estrogenic substances stop the bleeding in both 
male and female and it is possible that androgens 
will serve the same purpose. 

5. Their effects may be exerted on the vascular sys- 
tem directly, but influence the psyche and endo- 
crine system as well. 

6. The pathological manifestations of the disease 

do not appear to be related to any known changes 

in the blood or vascular system. 

There is the possibility that not only a total 


~I 


threshold for the sex hormones may exist but 
also an imbalance between them. 

8. The clinical manifestations of deprivation of 
these substances or of an imbalance between 
them are more clearly seen in the vascular sys- 
tem, sex organs and the psyche but may have 
far reaching influences which are, as yet, not 
understood. 

REFERENCES 
1. Jacobson, P.: Vicarious or Endocrine Bleeding: A 


New Theory Concerning Spontaneous Hemorrhage. 
Va. Med. M. 68:37 (January), 1941. 


VIRGINIA MEDICAL MontTHLY 


. Osler: Principles and Practice of Medicine, 13th 
Ed. p. 945. 

. Walker, T. C.: Use of Testosterone Propionate and 
Estrogenic Substance in Treatment of Essential 
Hypertension, Angina Pectoris and Peripheral Vas- 
‘cular Disease. J. Clin, End. 2:560 (September), 
1942. : 

. Frank, R. T.: The Sex Hormones. J.4.M.A. 114: 
1504 (April), 1940. 

. Karnaky, K. J.: Cause of Menstruation and Uterine 
Bleeding. Southern Med. Journal 33:12 (Decem- 
ber),. 1940. 

. Greenblatt, R. B., and Torpin, R.: 
Endocrine Disorders in the Female. 
Asso. of Ga. 29:68 (February), 1940. 

. Draper, G.: The Concept of Organic Unity and 
Psychosomatic Medicine. J.4.M.A. 124:767 
(March 15), 1944. 

. Frank, R. T., Goldberger, M. A., and Solman, N. J.: 
Estrogen Substances in the Blood and Urine After 
Castration and the Menopause. Proc. Soc. Exper. 
Biol. & Med. 33:615 (January), 1936. 

. Lacquer, E., and DeJongh, S. E.: Occurrence of 
Estrogen in Male Testes. J.4.M.A. 91:1169, 1926. 


Some Common 
J. of Med. 


[ February, 


10. Cunningham, B., May, J., and Gordon, S.: Presence 
of Estrogen in Testicular Material. Proc. Soc. 
Exp. Biol. & Med. 49:130 (February), 1943. 

. Grollman, A.: Essentials of Endocrinology, p. 10. 

Lesser, M. S.: Treatment of Angina Pectoris with 
Testosterone Propionate. New Eng. J. of Meil. 
228:185 (February), 1943. 

. Dynes, J. B.: 
Melancholia. 
gust), 1939. 

. Ault, C. C., Hector, F. E., and Werner, A. A.: Theelin 
Therapy in the Psychoses. J.4.M.A., 109:176 (No- 
vember 29), 1937. 

. Soskin: Quoted by Karnaky. 

. Milhorat, A. T., Small, S. M, and Diethelm, O.: 
Emotional Leukocytosis. Arch Neur. & Psych. 47: 
779 (May), 1942. 


Estrogenic Therapy of Involutiona! 
Arch, Neur. @ Psych, 42:248 (Au- 


I wish to express my appreciation to Drs. C. S. Dodd. 
J. E. Hamner, and D. D. Willcox, rhinologists, for refer- 
ring most of the cases of epistaxis to me. 


18 Liberty Street. 





Army’s Plastic Eye. 

A new plastic eye is being made by the Army 
which is lighter and more durable than glass and 
can be tinted to duplicate the appearance of the 
natural eye and fitted to. provide as much motility 
as possible, thereby avoiding the appearance of 
staring. 

First step in making the eye is to paint the “‘iris”’ 
—a thin celluloid disc, only one-ten-thousandth of 
an inch thick. The “iris” is then embedded in a 
tiny plastic lens of acralain—a plastic that has been 
used in dentistry for the last ten years. 

The impression of the patient’s eye socket is made 
with a new type compound, an alignate plastic, that 
is chemo-setting. This, mixed with water to make 
a paste, is injected with a syringe under the eyelid 
at body temperature without causing pain or discom- 
fort. It sets to a rubber-like consistency in five 
minutes and is removed painlessly, giving a per- 
manent record of every tissue contour within the 
socket. A plaster cast is then made from this replica 
and used to mold a wax model of the eyeball. The 
iris button is fitted into the wax and the whole unit 
is then fitted to the patient. The body temperature 


melts the wax slightly to produce an even better fit. 


A second cast is then made from this wax replica, 
the wax is melted away and the cavity filled with 
acrylic resin, tinted the shade of the patient’s natu- 
ral eyeball. This is baked for an hour under a half 
ton of pressure. When it comes from the cast it has 
on its front surface the tiny disc of the iris. It is 
then polished and the ‘veins’ are applied—tiny 
rayon fibres, an innovation by Captain Don Cash 
of Beaumont General Hospital, E] Paso, Texas. 

As a final step, the whole eye is dipped in a clear 
plastic solution which produces a gleaming coating 
similar to the layer of liquid covering the natural 
eye. 

This plastic eve is so durable it can be dropped 
on the floor and stepped on without injury. 


Credit for developing the eye goes to three dental 
officers: Captain Stanley F. Erpf, Major Milton S. 
Wirtz and Major Victor H. Dietz who were work- 
ing independently before they were brought together 
at Valley Forge General Hospital to found the arti- 
ficial eye laboratory. Technicians are now being 
trained within thirty days to make these eyes. 
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THE MURRAY-WAGNER-DINGELL BILL. H. R. 2861." 


Henry Cray SmitTH, M.D., 
Boyce, Virginia 


As I read the reports of the National Physicians 
Committee on this Bill they gave me the impression 
that it only affected the American physicians and our 
patient-physician relationship; but an examination 
of the Bill surprised me and it should make every 
real American view its contents with alarm. 

Time will not permit a complete analysis of this 
ninety-page document but a few paragraphs will 
give us some idea as to how far it would take us 
from the beaten paths of the government founded 
by our forefathers. Please note carefully the title 
of the Bill which reads: 


“A BILL 

“To provide for the general welfare; to alleviate 
the economic hazards of old age, premature death, 
disability, sickness, unemployment, and dependency ; 
to amend and extend the provisions of the Social 
Security Act; to establish a Unified National Social 
Insurance System; to extend the coverage, and to 
protect and extend the social-security rights of indi- 
viduals in the military service; to provide insurance 
benefits for workers permanently disabled; to estab- 
lish a Federal system of unemployment compensa- 
tion, temporary disability, and maternity benefits; 
to establish a national system of public employment 
offices; to establish a Federal system of medical hos- 
pitalization benefits; to encourage and aid the ad- 
vancement of knowledge and skill in the provision 
of health services and in the prevention of sickness, 
disability, and premature death; to enable the several 
States to make more adequate provision for the needy 
aged, the blind, dependent children, and other needy 
persons; to enable the States to establish and main- 
tain a comprehensive public assistance program; and 
to amend the Internal Revenue Code.” 

This Bill covers every citizen from the pre-natal 
state to the grave and it more resembles the govern- 
ment of Hitler and Tojo than it does the government 
of our forefathers. It is a mongrel of Socialism, 
Communism and Imperialism. 

We must bear in mind that we were citizens be- 


fore we became physicians and becoming physicians 





*Read at the meeting of the Northern Virginia Medical 
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did not rob us of any of our rights nor relieve us of 
any of our obligations. 

The members of the National Physicians Com- 
mittee who worked faithfully, trying to defeat this 
Bill, performed a valuable service to our profession 
and to our country as a whole; but they were just 
the “little boys stopping the leak in the dyke with 
their fingers.” The retaining wall of the dyke re- 
mains to be built and it is up to every real American 
to do his or her part. 

This Bill makes a strong appeal to the Socialists 
and Communists, who want everything controlled by 
the government and who expect to be taken care of 
by the government whether they loaf or work. They 
are no longer satisfied at Santa Claus making the 
‘North Pole” his residence and paying his annual 
visit but they want him moved to our Nation’s Capi- 
tal and make his visits daily. 

The work of the National Physicians Committee 
is open to criticism on two points: 

First: They only discuss the part of this radical 
un-American Bill that applies directly to our pro- 
fession, and 

Second: This partial discussion of the Bill might 
lead others outside of our profession to think that 
this fight is only made to save our own hides and 
not to save the country as a whole. 

We must bear in mind that if these un-American 
radicals, who have secured such a strong foothold 
under the New Deal, should ever get the full control 
that this Bill would give, the members of our pro- 
fession would do just as we were told or we would 
not eat; and other professions would soon be in the 
same boat. 

The system of Insurances outlined would destroy 
every Insurance Company in America and the value 
of the policies held by millions of policy-holders 
would be worthless. 

The Social Security Act is to be extended so that 
every employee would contribute 6 per cent of his 
earnings and the employer would contribute the same 
amount; this applies up to $3,000.00. We might 
think that most of our profession would be left out 

« 


but Sec. 963 reads, “Every self employed individual 
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shall pay a social insurance contribution equal to 
7 per centum of the market value of his services 
rendered.” It does not give us any choice as to 
what insurance will best suit our personal or family 
needs. 

The system under which this Social Insurance 
would operate would require offices in every town 
and city and all overhead expenses would be raised 
by additional taxes and paid out of the Federal 
Treasury. Sec. 1109, P. 75. 

All health features of the Bill would be handled 
by the Surgeon General of Public Health Service 
and the only representation the medical profession 
and hospitals would be an advisory council of six- 
teen members paid on a per diem basis, and their 
function would be purely advisory. 

The Physician would render his services on a fee 
basis, a per capita basis: salary, whole or part time 
basis, or any combination of these that the Surgeon 
General directed. The Surgeon General could limit 
the number of patients a physician may have. The 
whole system would take up a greater part of the 
physician’s time in making up reports and answer- 
ing correspondence. 

The Bill arranges for complaint boards and ap- 
peal boards and we could never tell when we would 
have to defend ourselves from complaints made by 
disgruntled patients assigned us by the Surgeon Gen- 
Sec. 906, P. 48. 

As destructive as the Insurance and Medical feat- 


eral. 


ures of the Bill are, there is another far more in- 
sidious and dangerous feature of the Bill which 
strikes directly at the very foundation of our system 
of government. The Bill provides for a National 
System of free employment offices. The American 
workman is led to believe that “Santa Claus’’ is 
about to make another personal appearance while in 
reality they and the rest of our citizens, including 
the medical profession, would be “sold down the 
river” to the racketeering labor leaders. 

The average workman is just as honest as the 
average in any other class of citizens and millions 
of them would welcome relief from the “straight- 
jacket” in which the New Deal and labor racketeers 
have placed them. An honestly managed labor union 
can be a benefit to employee, employer and the pub- 
lic; but the labor union business has gotten to be 
the greatest racket and the greatest menace we have 
in our country today. 
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To understand this employment feature of the Bill 
we will have to go back a little in our history. For 
nearly thirty years prior to her deportation in 1920, 
Emma Goldman, the Russian communist leader, 
spent most of her time in this country trying to 
spread their doctrine of overthrowing our government 
by force. They had a rather definite plan to work by: 

1. They were at all times to keep up a patriotic 

front and pretend to be the special friend of 
the working class and the down trodden. 
They were to organize and work through labor 
unions by “boring from within” and create un- 
rest and local strikes, and to work their most 
active members into key positions. 

Get the labor unions banded together into one 
big union. 

Call a general strike to tie up all industries 
and transportation systems. 

Final step, take over our government by revo- 
lution. 

The Communists as a political party never got 
anywhere under that name, and while they caused 
damage by local strikes they never presented any 
real menace to our country as a whole until the 
New Deal came into control. Before then the Com- 
munists and the Socialists were hanging around beg- 
ging for the “crumbs” that fell from the tables of 
government and labor, but they are no longer under 
the table begging for “crumbs”; they now sit at the 
head of the table demanding the choicest “steaks” 
and the “light meat of the turkey”, and all the 
“ration points” they have to surrender are their votes 
and their slush funds extracted from the honest 
American workman, often against his wishes. Our 
President and his ‘‘yes men” are giving them excel- 
lent “butler service”’. 

What would really happen to us if this nation- 
wide free employment service were put in effect by 
our government? “By their fruits ye shall know 
them.” This is the standard given us by our Lord 
for judging, and only New Dealers and Axis leaders 
have felt capable of improving on this standard. 

The unemployment insurance clause provides that 
a person may loaf and draw unemployment insur- 
ance (Page 34) “If as a condition of being em- 
ployed the individual would be required to join a 
company union or to resign from or refrain from 
joining any bona fide labor organization.” It does 
not offer any such protection to the workman who 





1945] 


does not want to join a union where he would have 
to surrender his rights as a free American citizen 
to a labor leader that might not even be an American. 
They seem to have forgotten the “equal rights clause” 
that they have been using as a “red herring” to 
mask their un-American activities. 

The most elementary principles of common sense 
and common honesty demand that if citizens are free 
to join any labor union of their choice then they 
should be given the right to earn their living with- 
out being forced into any union against their wishes. 

Another “red herring” being used by these radi- 
cals to deceive the working class is the poll tax. The 
President has stated that every citizen is entitled to 
an education. How are we to get an education fur- 
nished by any government? It can only be done by 
taxation. In Virginia our poll tax goes entirely to 
build our educational system and it is perfectly sat- 
isfactory to the overwhelming majority of the citizens 
of our State. Some months back Philip Murray said, 
“The poll tax in various states is keeping ten mil- 
lion citizens out of democracy.” If a citizen of Vir- 
ginia is not interested enough in education and de- 
mocracy to pay the $1.50 poll tax he does not vote, 
but it does not interfere with his working where he 
chooses to make his living, but if he goes to the 
Nation’s Capital to work, even as a common laborer, 
he must pay $35 to join a labor union and $2.00 
monthly dues or he and his family do not eat. Now 
figure out where their democracy comes in. There 
may be honest differences of opinion as to whether 
there should be a poll tax or whether this amount 
should be raised by other means of taxation but there 


is certainly nothing honest in giving the working 


class an anti-poll tax pat on the back with one hand 


while he is robbed with the other. 

With the New Deal employment system funneling 
the working class into New Deal sanctioned labor 
organizations we would soon have all labor con- 
trolled by the government and the government con- 
trolled by un-American labor racketeers, and we 
would have exactly the kind of government that 
Emma Goldman came here fifty years ago to estab- 
lish. 

We can get some idea about what would happen 
to us under this widely expanded bureaucratic power 
by looking at some of the things that have happened 
and are still happening. Our great Commander-in- 
chief does not know anything about strategy on the 
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foreign battlefields, and any such attempts on his part 
would be like Hitler’s “intuition’’, but he has made 
great use of the army on the home front. 

After receiving his instructions from the C. I. O., 
he rushed the Army, under the command of “Gen- 
eral” Biddle, to Chicago where the Montgomery 
Ward Company building was captured. This surprise 
move, “under cover of darkness”, took the enemy 
completely by surprise and he was captured without 
a casualty. The fact that the business of Montgom- 
ery Ward Company had nothing to do with our war 
The C. I. O. has issued their 
edict and it had to be carried out. The formality of 
respecting the Labor Relations Law and the rights of 


efforts meant nothing. 


the company under our Constitution was entirely un- 
necessary. Our great Commander-in-Chief not only 
knows when to command the Army to move on the 
home front but he knows when “silence is golden”’. 
We have seen John L. Lewis, while at the head of 
the C. 
lence, during the “Little Steel” strike; he even turned 
back the U. S. Mail trucks, and nothing was done 
about it. 
strikes and able-bodied miners loafed while our aged 


I. O., take over the steel plants by mob vio- 


We have seen Lewis call his various coal 


men and women and small children shivered in the 
cold. While our sons on the battle front and our 
allies have been begging for more supplies we have 
seen the number of strikes run into thousands. There 
were 435 strikes in April of this year with a loss of 
580,000 man days and 610 strikes in May with a 
loss of 1,400,000 man days, yet they continue to 
hand us that old “chestnut” about their no strike 
pledge. All that our great Commonder-in-Chief has 
ever done about the matter has been to try to block 
every effort made to curb this disorderly un-Ameri- 
can element: he has vetoed every bill for that pur- 
pose and has not enforced the Smith-Connally anti- 
strike bill passed over his veto. 

When Hon. Calvin Coolidge was governor of Mas- 
sachusetts, the Boston police went on a strike and 
the disorderly element began looting; he restored 
order, made no compromise with the disorderly ele- 
ment and made the simple and very clear statement, 
“no one has the right to strike anywhere at any time 
against the public welfare”’. 

Since our Commander-in-Chief has sought and 
received legislation that places our American labor 
under control of our Federal] Government, all it re- 
quires to stop this disorderly and un-American ele- 
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ment is a President who has the common honesty and 
the moral courage to respect his oath of office. 


Our air force has done a great job in checking Axis 
production by bombing factories and transportation 
lines in enemy territory but it has cost us many lives 
and billions of dollars. The Axis has a different 
and less costly technique for checking our produc- 
tion. They get their agents to call a strike and pro- 
duction is blocked; our sons on the battle front are 
“stabbed in the back”. Our Commander-in-Chief 
protects the strikers and the cost is passed on to the 
Is it any wonder that real 
democrats are becoming alarmed at the un-American 
activities of the New Deal? 


American taxpayers. 


This Murray-Wagner-Dingell Bill, which is so 
far-reaching that it would change our whole philoso- 
phy of government, did not spring up over night in 
the minds of these three New Deal “yes men’. We 
may rest assured that it had the approval of our 
Commander-in-Chief and his “Supreme Council” 
composed of Hillman, Murray, Lewis and Green. 
As long as the New Deal remains in power there will 
be other Murray-Wagner-Dingell Bills just as un- 
American and as dangerous as the present one. 

Our distinguished Junior Senator, Hon. Harry 
Flood Byrd, whose brilliant record as governor and 
in the U. S. Senate, for honesty, efficiency and econ- 
omy has been equaled by few and surpassed by none 
during the entire history of our country, has repeat- 
edly warned us against the dangers of this ever ex- 
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panding bureaucracy of the New Deal and its cheap 
surrender to these un-American labor radicals. Our 
distinguished Senior Senator, Hon. Carter Glas- 
who has had a long and distinguished career as 
public servant, ten years ago clearly and accurate]; 
summed up the New Deal when he stated: “The 
New Deal, taken all in all, is not only a mistake; 
it is a disgrace to the nation. The time is not far 
distant when we shall be ashamed that we have 
wandered so far from the dictates of common hon- 
I would rather have died 
The New Deal is 
not honest and it is not common sense. 

To say that one-third of the Nation is ill-housed, 
ill-fed and ill-clothed and try to leave the impression 


esty and common sense. 
than see the disgrace of this era.”’ 


that something will be done about it might sound 
patriotic, but then to destroy the pigs and plow under 
the cotton and food crops that men had toiled to cul- 
tivate, and make these articles harder for the needy 
to get is just plain idiotic. 

Our only protection from this and all future Mur- 
ray-Wagner-Dingell Bills is for every real American 
to work as we have never worked before to elect hon- 
est Democrats and Republicans who believe in and 
have the courage to support our form of government 
and we must weed out all Socialistic-Communisti: 
mongrels masquerading in the “sheep skins” of de- 
mocracy. In this way, and only in this way, can we 
be assured that our “Government of the people, by 
the people and for the people shall not perish from 
the earth”. 





“Your Doctor Speaks.” 

War-busy physicians who would like to interpret 
many medical developments to their patients but are 
prevented by the sheer lack of available time, will 
be interested in the broad new educational campaign 
created by The Upjohn Company. The campaign 
takes recent medical developments, often of life- 
saving value to the American public, and presents 
the facts simply and attractively. The effort is made 


to give information of immediate practical help, 
based on sound medical principles, and carrying a 


hopeful note. Each message has been carefully 


checked by leading authorities of the particular field, 


not only for accuracy but also for the wisdom of 
the presentation of the facts to the consumer. Each 
educational piece is illustrated by a vividly charac- 
teristic painting, executed by a top American 
artist. These fine oil paintings will be reproduced 
in full color pages in many well known magazines. 

Throughout 1945, messages will appear on pneu- 
monia, pregnancy, cancer, whooping cough, stomach 
ulcers, the menopause and other vital health sub- 
jects of immediate interest. They will say in simple 
language what the physician might tell his patients 
if he had the leisure to do so. 
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CASE REPORT OF MATERNAL DEATH 


MATERNAL HEALTH COMMITTEE, 
MepbicaL SOCIETY OF VIRGINIA 


This is a case of a 42 year old white gravida 16, 
para 14, admitted to the hospital November 17, 
1941, with a chief complaint of vaginal bleeding. 
She was thought to have a fibroid uterus. An Asch- 
heim-Zondek test was positive. Bleeding stopped and 
the patient was discharged from the hospital. She 
was readmitted four months later for induction of 
labor because she was thought to be past term. Pain- 
less vaginal bleeding occurred about one month fol- 
lowing the first hospitalization, but this was not re- 
ported to her physician. He attended her before 
the first admission and during the period between 


hospitalizations. An x-ray showed an oblique pre- 


sentation, which was converted to a vertex and an 


abdominal binder applied. Quinine and castor oil 
were given to induce labor. At 3 A. M. on the fol- 
lowing morning the patient awoke in a pool of blood. 
A diagnosis of placenta previa was made without 
vaginal examination. Bleeding stopped following 
the original hemorrhage. The blood pressure soon 
thereafter was 120/70. 


prepared, 1000 cc of blood was made ready for ad- 


The operating room was 


ministration and the patient was transferred to the 
operating room. Since mild uterine contractions 
were occurring, a pelvic examination was done in 
order to determine the procedure to be followed. 
A central previa was found over a three and one-half 
centimeter dilatation of the cervix. A section was 


decided upon as the procedure of choice. A small 


amount of bleeding followed the first examination. 
At the request of the assistant, he was permitted to 
de an examination, after having been cautioned of 
the dangers. Profuse bleeding followed. A living baby 
was delivered by classical section. Transfusion was 
attempted at the time the section was begun. Resort 
was made to cutting down on the veins because of 
circulatory collapse. Drugs and artificial respira- 
tion were used in a vain effort to save the patient’s 
life. Death occurred within a few minutes. 
COMMENT 

This has been classified by the Committee as a 
preventable obstetrical death. It is being reported 
in order to emphasize the narrow margin on which 
placenta previas run. All medical students are 
taught that everything must be prepared for an 
emergency before a suspected placenta previa is 
examined. Those precautions were observed in this 
case. The error was made in permitting the second 
vaginal examination. With every preparation made 
and, in addition, having the patient in the operating 
room, the patient bled to death before a sufficient 
amount of blood, already in the container by the 
operating table, could be given. 

Since this case illustrates definitely that a case 
of previa may go beyond control within a short time, 
is it not in order to emphasize again that the old 
fixed warnings in these cases are still to be observed ? 





Vitamin Advertising and the Mead Johnson 
Policy. 
The present spectacle of vitamin advertising run- 
ning riot in newspapers and magazines and via radio 
emphasizes the importance of the physician as a 


controlling agent in the use of vitamin products. 

Mead Johnson & Company feel that vitamin ther- 
apy, like infant feeding, should be in the hands of 
the medical profession, and consequently refrain 
from exploiting vitamins to the public. 
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PUBLIC HEALTH 
I. C. Ricern, M.D., 


State Health Commissioner of Virginia 


The report of the Bureau of Communicable Dis- 
eases of the State Department of Health for Decem- 
ber, 1944, as compared with the same month in 1943, 
and for the period of January through December, 
1944, compared with the same period in 1943, fol- 
lows: 

Jan.- 

Dec. 

1943 
= 
5,865 
12,595 
1,842 

395 

61 

835 

37 

56 

57 


Jan.- 
Dec. 
1944 


. Dec. 


564+ 
44 2,077 
350 212 
31 33 


Diarrhea and Dysentery 
Measles ________-_____ 
Scarlet Fever 

Diphtheria _ 

Poliomyelitis _ 12 1 
Meningitis hoon 25 35 
Undulant Fever ___________ 0 1 
Rocky Mountain Spotted Fever 0 0 
Tularemia P oe 13 9 


17,117 
2,972 
325 
759 
514 
36 

81 

56 


TREND OF DIPHTHERIA MORTALITY BY COLOR: 


TREND OF DIPHTHERIA MOoRTALITY IN VIRGINIA 

The decline in deaths from diphtheria during the 
past thirty years in the State is spectacular. In 1914 
in Virginia, three hundred and forty persons lost 
In 1943, 
twenty-five persons died from this cause. The mor- 
tality rate per 100,000 population in 1914 was 15.7 
in comparison with a rate of 0.9 in 1943, repre- 
senting a rate decrease of 94 per cent. The pre- 
liminary figure of 18 deaths for the first eleven 
months of 1944 indicates an even lower rate for 


their lives as a result of this disease. 


the past year. 

The graph below shows the rapid downward trend 
in diphtheria mortality in the State during the past 
thirty years. Note the sharp upward swing between 
the years 1918 and 1922, after which a precipitate 
decline is seen until 1924. A period of fluctuation 
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follows for the white rate until 1934 and for the 
colored until 1932, after which a steady downward 
trend maintains until a new low record is reached 
in 1943. As is noted’ in the graph, the white rate 
has been consistently higher than the colored, with 


the exception of the years 1925, 1929, and 1931. 
In 1943 there were 22 white deaths, with a rate of 
1.0 per 100,000 population in comparison with 3 


colored deaths and a rate of 0.4. 

Although diphtheria deaths occur at all ages, max- 
imum rates are found in childhood. The death rate 
drops from a relatively high figure at ages one to 
four years to a negligible rate in ages past fifteen 
years. In fact, in the State in 1943 there were no 
deaths from this cause past nine years of age. Of 
a total of twenty-five deaths, twenty occurred at ages 


one to four vears. Two deaths occurred among in- 
fants under one year, and three deaths among chil- 
dren five to nine years old. 

The number of cases reported in the State in 1943 
was 395, which gives a fatality rate (cases per 100 
deaths) of 6.3. Ten years ago in 1934 there were 
1,989 cases reported, showing a fatality rate of 17.1. 

No doubt, in part at least, the steady reduction 
in the number of cases and in mortality from diph- 
theria during the past decade is due to the immuni- 
zation of preschool and school children. Although 
these figures signify progress, there is much yet to 
be done in the extension of the toxoid immunization 
program, especially among preschool children, to- 
ward a further reduction and the eventual elimina- 
tion of this disease as a cause of death. 


WOMAN’S AUXILIARY 
to the 
MEDICAL SOCIETY OF VIRGINIA 


Mrs. Paut C. PEARSON, Aylett 
President-Elect Mrs. P. M. CHICHESTER, Abingdon 
Recording Secretary Mrs. C. C. SmitH, Norfolk 
Corresponding Secretary Mrs. Hawes CAMPBELL, Turpin 
Mrs. REUBEN F. Simms, Richmond 
Mrs. A. G. SHETTER, 


President 


Treasurer___ 
Chairman, Press and Publicity 
Richmond. 


New Year Meditations. 

We are entering upon a New Year in our Aux- 
iliary as well as in every activity of our lives. It 
should thrill us if we have enough life and interest 
left in us for a thrill, and there should be in spite 
of the shocks and disappointments of the past years. 
January, its first month is named after Janus, the 
Roman diety who was regarded as the God of be- 
ginnings. Janus had two faces, one looking forward 
and one looking backward. This reminds us that 
January is a good time to review the past and to 
plan for the future. Yes, we are face to face with 
the New Year. It holds for us opportunities, privi- 
leges and responsibilities. We do not know what 
they shall be. Yet we shall try to be ready for them. 


We know we are going to be disappointed over and 


over again. Many times we shall be discouraged 
and almost ready to quit, but I am sure we can say 
even today “We shall not quit”. Perhaps at other 
times we shall be lifted to mountain peak experi- 
ences. Relationships will take on new meaning. 
We shall become confident as we have fellowship 
with others who are doing their best to make this a 
better world in which to live. We cannot, however, 
throw ourselves into this New Year without first of 
all thinking of some of the experiences of the last 
We failed many times, if we have the courage 
Don’t you 


year. 
to admit it, in many of our endeavors. 
think it worthwhile to understand, or at least try to 
understand, why we failed—what we should have 
did 
should do 


what we 


We 


did not do, and 


not have done? 


done that we 


that we should 
this want to make the experiences 
of last the 


to the work that lies before us. 


because we 


year contribute in greatest degree 
In thinking of 
our Auxiliary, and the other organizations con- 
nected with our lives, have you ever evaluated the 
work of our Auxiliary? If so, do you feel there is 


a better understanding of our Auxiliary, and what 





88 VirGINIA MepicaL MontTHLY 


it stands for between the laity and the profession? 
Has it brought about changes in the thinking of 
In other words, are the members of our 
Auxiliary more healthy than they were a year ago 
because of our teaching and influence? 


people ? 


Are we 
more interested and concerned about people than we 
used to be? 
noted among our members and all with whom we 


Is a spirit of good will and confidence 
come in contact? Are we more keenly aware of the 
profession’s problems, the needs of men and women, 
and the responsibilities of our Auxiliary in bringing 


Has 
our Auxiliary been interesting enough to bring in 


the desired changes in the lives of our people ? 


new members ? 

Now, after evaluating the work of last year, we 
should be in a better position to see just where we 
stand. The medical profession and their needs 
should be our first concern. Are they? Do we feel, 
again I repeat, that there is a better understanding 
of what the Auxiliary stands for? Is there a spirit 
of good will and confidence among our members and 
our profession ? to all of 


these questions, then we have a foundation on which 


If we can answer ‘‘Yes” 


to build and we have an assurance for 1945. It 
means that with cooperation and wise planning we 
shall go forward to new accomplishments. ‘There 
will be a keener appreciation of our Auxiliary with 
its capable and untiring leaders, and a realization 
that we are rendering a service to our profession, 
and that we are promoting good will among each 
other, regardless of creed or color. 

Let’s try harder than ever to make 1945 a greater 
Shall we? As 
someone has said: “Hats off to the past, coats off 


and better year in our Auxiliary. 


to the future.” 


Northampton-Accomac Auxiliary. 

The Woman’s Auxiliary to the Northampton-Ac- 
comac Medical Societies held its regular quarterly 
meeting at the home of Mrs. B. N. Mears, at Belle 
Haven, on January 9th, with nineteen members 
present. After a delicious luncheon, the business 
meeting was held and included minutes of the Octo- 
ber meeting, the treasurer’s and committee reports, 
and welcoming of new members by the President, 
Mrs. C. E. Critcher. Mrs. J. L. De Cormis ex- 
plained the Leigh-Hodges-Wright Memorial Bed, 
and Mrs. John R. Hamilton gave a short talk on 
the Jane Todd Crawford Memorial. 


[February 


A motion was made and carried to have all pr: 
tical nurses, both white and colored registered, 
available for nursing, and to have the project a: 
vertised in the papers as soon as possible. 

The April meeting will be held at the home of 
Mrs. W. B. The new 
members of the Auxiliary are Mrs. O. L. Powell 
of Onancock, and Mrs. John Wise Kellam of Nas- 
suwadox. Mrs. John R. Hamilton was welcomed 


Trower at Cape Charles. 


back after several years’ absence. 
(Mrs. HoLtanp) CATHERINE R. TROWER, 
Chairman, Press and Publicity. 


Alexandria Auxiliary. 

At the September meeting of this Auxiliary, the 
following officers were elected for the ensuing year 
and immediately took office: President, Mrs. .\. 
Abramson; president-elect, Mrs. O. A. Engh; vice- 
president, Mrs. R. R. Sayers; treasurer, Mrs. O. A. 
Engh; and secretary, Mrs. Fleming-Holland. 

The first fund-raising activity of the Auxiliary 
was the raffling of a $25.00 War Bond. The pro- 
ceeds from this amounted to $81.50 and were used 
for furnishings for the doctor’s new lounge in the 
recent addition to the Alexandria Hospital. 

At the November meeting of the Alexandria Med- 
ical Society, held jointly with Alexandria members 
of the dental profession, the Auxiliary prepared and 
served refreshments. Other activities during No- 
vember were a year’s subscription to ‘Time’’ for the 
student nurses at the hospital, a supper and enter- 
tainment at the USO on November 5, which was 
enjoyed by about two hundred; and the donation of 
$10 to the Washington Post telephone fund for use 
of soldiers in calling their families when home on 
leave. 

The December meeting of the Auxiliary was held 
in the Doctors’ Lounge at the hospital that the mem- 
bers might see the new furnishings they had pro- 
vided. Each member brought a gift to this meet- 
ing, to be delivered to the soldiers at Walter Reed 
Hospital for Christmas. The ladies also arranged 
a Christmas party for the student nurses, which 
proved a most enjoyable occasion. 

The first work of the New Year is the annual 
benefit card party on February 6, to be held in 
Carter Hall of the hospital. This gives promise of 
being a great success. 

MERLE FLEMING-HOLLAND, Secretary. 
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NEW AND NONOFFICIAL WORDS 


We are going through a period of tremendous 
tivity in medicine and in politics, to say nothing 
war activities. Everyone’s mental horizon has 
larged. Inevitably we encounter new words and 
id words with new meanings. Words are in many 
spects like human beings. They are born, and 
crow in power and usefulness. Many die prema- 


turely. Sometimes they change completely. A num- 
wr of years ago we had a distinguished German 
We had planned 


evnecologist for a house guest. 
to get an early start to a medical meeting and we 


tapped on his door to let him know that breakfast 


was ready. He replied that he was coming pres- 
ently, and when he appeared immediately, we real- 
ized he had learned his English from Shakespeare. 
Nor- 


maley always brings up thoughts of the Harding 


\WWords frequently suffer from associations. 


Administration and excites a sense of the ridiculous. 
Directive, on the other hand, brings to mind the 
present administration and the increasing power of 
Bureaucracy. Contact always puts us in mind of 
social workers. A social worker never interviews 
or simply sees a person; she always contacts him. 

It has been suggested that the VrrcInrta MEDICAL 
MONTHLY have a department wherein can be dis- 
cussed new words and old words that have acquired 
new meanings. Fortunately, Dr. E. C. L. Miller, Col- 
laborator cn the American Illustrated Medical Dic- 
Main, both of the Medical 


College of Virginia, Richmond, have consented to 


ticnary, and Dr. R. J. 


give us something in this connection from time to 
time, and we hope that they will not only discuss the 
definition, history, background and pronunciation of 
new words but will also undertake to discuss words 
that are frequently misused or mispronounced. We 
would like, for instance, to have them discuss the 
pronunciation of penicillin. We would also be grate- 
ful if they could do something about the misuse of 
the word temperature. An interne or nurse will 
gravely inform you that your patient has a tempera- 
ture, when what is meant is an elevation of tem- 
perature or a fever. If any of our readers have simi- 
lar suggestions or requests, please send them to the 
Word Editor, Virctnta MepicaL MontuHty. 

The word cholagogue has been used since the time of 
Galen, more or less loosely, for the formation and/or the 


excretion of bile. More recently, the term choleresis has 


been used to divide the field with cholagoguc, the one 


for the secretion and the other for the excretion of bile as 
by contraction of the gall bladder or relaxation of the 
However, this distinction has not been uni- 
formly observed. The term cholepoictic has also been 
used and from its derivation it should mean the forma- 
tion of These liver terms are so important and 
have been so loosely used that A. C. Ivy* has recently 
suggested the following additional terms: 
“ CHOLECYSTAGOGUE: a general term for any agent 
which tends to remove bile from the gall-bladder. 
CHOLECYSTOKINETIC: An agent which tends to 
cause contraction of the gall-bladder, such as cholecy- 


sphincter. 


bile. 


stokinin. 

CHOLERESIS: a general term for any increase in the 
output of bile. Suitable prefixes would indicate the par- 
ticular constituents thus increased, for example, Aydro- 
cholerésis, increase in water; cholanerésis, increase in 
cholanic acid; taurocholanerésis, increase in taurocholic 
acid; cholechromerésis, increase in bile pigments; choles- 
terolerésis, increase in cholesterol, ete. 

CHOLEPOIESIS: a general term for the formation of 
bile. Here again prefixes can indicate the particular con- 
stituents formed, for example, taurocholanopoiesis, the 
cholesterolopoiesis, the 


formation of taurocholic acid; 


formation of cholesterol, etc. 


The relatively recent developments in aviation medicine 
are inevitably bringing in new terms. Denitrogendation, 
for example is the more or less complete removal of the 
dissolved nitrogen from the body to prevent aeroembo- 
lism. Acroémbolism is the release of bubbles of nitrogen 
in the body when the atmospheric pressure is too rapidly 
reduced. It is thus similar to caisson disease which af- 
fects persons who have been working in compressed air. 
If a pressurized cabin aeroplane containing an atmo- 
sphere corresponding to 10,000 feet elevation explodes at 
40,000 feet, the aviator undergoes explosive decompression. 
Modern aeroplanes are so powerful that they can ascend 
rapidly enough to produce the effects of explosive decom- 
pression on the aviator. It has been arbitrarily ruled 
that an ascent more rapid than 5,000 feet per minute shall 
be considered explosive decompression. 


A few days ago a letter came from someone in Oregon 
asking for the correct plural of meatus. In Latin the 
plural and the singular of this word are exactly alike. 
However, English tends to assimilate foreign words into 
its own substance and then they take on English plurals. 
Meatuses is not euphonious but it is obviously plural and 
less apt to cause confusion than meatus which is so ob- 
viously singular. During the incorporation period either 
form is allowable but we have a feeling that meatuses 


will win out in the end. 


A word which is coming into popular use is psychoso- 
matic medicine. The intent is to emphasize the inter- 
action of mind and body. Its proponents claim that the 


*Gastroenterology, 3: 54, July, 1944. 
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word will serve a useful purpose at the present time as 
such interaction has been too much neglected in the past. 
Many biologists, however, look upon man as a going con- 
cern, as a unit, as an integrated whole. If and when 
this view becomes more common among the physicians, 
the popular term may then be holistic medicine. 


Have you a trepépnic patient? Trepopnéa is a con- 
dition in which the patient is comfortable in one recumbent 
position but not in another. For instance, a patient with 
a unilateral hydrothorax may be more comfortable lying 
on that side, than when on his back or on the other side. 





BOOK ANNOUNCEMENTS 
Books received are promptly acknowledged in this 
column. In most cases, reviews will be published 
shortly after the acknowledgment of receipt. How- 
ever, we assume no obligation in return for the cour- 
tesy of those sending us same. 


The Avitaminoses. The Chemical, Clinical and Path- 
ological Aspects of the Vitamin Deficiency Diseases. 
By WALTER H. EDDY, Ph.D., Emeritus Professor 
of Physiological Chemistry, Teachers College, 
Columbia University; and GILBERT DALLDORF, 
M.D., Pathologist of the Grasslands and Northern 
Westchester Hospitals, New York. Third Edition. 
Baltimore. The Williams and Wilkins Company. 
1944. xi-438 pages. Cloth. Price $4.50. 


Endocrinology of Woman. By E. C. HAMBLEN, B.S., 
M.D., F.A.C.S., Clinical Professor of Endocrinology 
and Associate Professor of Obstetrics and Gyne- 
cology, Duke University School of Medicine; Chief 
of the Endocrine Division and Endocrinologist, 
Duke Hospital, Durham, N. C. Charles C. Thomas. 
Springfield, Illinois. 1945. xii-571 pages. Illustrated. 
Cloth. Price $8.00. 


Quick Reference Book for Medicine and Surgery. 
A Clinical, Diagnostic, and Therapeutic Digest of 
General Medicine, Surgery, and the Specialties, 
Compiled Systematically from Modern Literature. 
By GEORGE E. REHBERGER, A.B., M.D. Twelfth 
Edition. 1944. J. B. Lippincott Company. Phila- 
delphia. viii-1460 pages. Illustrated. Cloth. Price 
$15.00. 


This book is essentially divided into eleven parts 
which deal respectively with (1) General Medi- 
cine and surgery (this phase includes Neurology 
and the Diseases of Infancy and Childhood); (2) 
Gynecology; (3) Genito-Urinary Diseases; (4) Ob- 
stetrics; (5) Skin Diseases; (6) Diseases of the 
Eye; (7) Diseases of the Ear; (8) Diseases of the 
Nose; (9) Diseases of the Throat; (10) Ortho- 
pedics; (11) Drugs. 

Practically the whole field of medicine with the 
exception of Psychiatry is offered for quick refer- 


ence. Each disease or disorder is described and 


[ February, 
treated alphabetically. The disease or disorder is 
described in a concise manner as to diagnosis, dc- 
scription, etiology, prognosis and, finally, treatment. 
Operative treatment per se is not given. Diagnostic 
laboratory reports as well as pictures are offered 
wherever required. 

Part Eleven lists all the drugs mentioned in the 
body of the book. These drugs are also listed alpha- 
betically. Each drug is described as to its Phar- 
macological actions and therefore is an asset to the 
physician. 

The purpose of the book is to offer useful and 
needful material in bedside therapeutics. The in- 
dividual completeness of treatment of each subject 
makes it immediately available for practical needs. 
It is a time saver. 

Much time has been devoted by the author to 
make this book as thorough and reliable as possible 
in hope that it will be useful to practitioners as a 
quick reference book. The reviewer owns one of 
these books and has found it most useful. He there- 
fore does not hesitate to offer it to fellow physicians 
as excellent for sound treatment in the field of 


medicine. VINCENT E. LAscara. 


Malaria Control. A Handbook for Field 
Workers. By CARL E. M. GUNTHER, M.D., B.S., 
D.T.M. (Sydney), Field Medical Officer, Bulolo 
Gold Dredging Ltd., Territory of New Guinea, at 
present with the Australian Medical Corps. Fore- 
word by Professor Harvey Sutton, O.B.E., M.D., 
F.R.A.C.P., B.Se., D.P.H., F.R.San.I. Philosophical 
Library, New York. 1944. 91 pages. Cloth. Price 
$2.50. 


This short (91 page) handbook is offered as a 
practical aid to those with only an academic knowl- 
edge of malaria who are for the first time meeting 
the problems of this disease in the field. As such, 
The author who has 


Practical 


the manual is a valuable aid. 
had ten years of experience in Malaria control in 
New Guinea, expresses his views lucidly, and, bet- 
ter, specifically describes measures and methods. 

The manual is divided into three sections: Anti- 
Malarial Measures, Diagnoses, and Treatment. The 
first of these sections is by far the best because of 
its practicability and because it is based on the 
author’s personal experience. Although nothing new 
is contributed to the diagnoses or treatment of Ma- 
laria, a ready and compact reference is afforded the 
busy malariologist. 

This handbook achieves the author’s purposes of 
providing a definite outline in practical problems 
involving field Malaria control. G. W. 
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Reminiscences 


AS we sit by a fireside made lonesome because the children have gone to war, our 
thoughts turn back to times when the world was filled with hardships and there 
were no uncertainties, partly because that is the privilege of old age and partly because 
of weariness from worrying about how long the war will last. In the good old days 
when you had a night call, and there were many such, you had the choice of hitching 
up, saddling up, or walking. If the patient lived within a mile, we usually walked; 
otherwise, we got out the horse. We still remember one sleety night walking about 
eight blocks with the sleet cutting what little of the face that had to be exposed, only 
to be told that “pappy dreamed he was dying, but he done woke up now.” . This was 
told through a crack in the door with not so much as a “thank you”, much less an 
invitation to come in and get warm. The thought of a fee did not help, for these 
people never paid a doctor. In fact, we practiced three years before we had a patient 
who could be expected to pay the doctor. That was a red-letter day that is still bright 
in our memory. There were hardwood floors and mahogany furniture, books and good 
pictures, and although it was winter, there was no “poor-folksy”’ odor that made you 
wonder where to put your hat where it would be safe from invasion. Later, I found 
that the master of the house was a Mark Twain fan, and many a night after the chil- 
dren’s croup had been relieved, we would discuss the finer points of the “Life on the 
Mississippi” or ‘Tom Sawyer’, or “Huckleberry Finn”. We remember one night over 
some beer and cake that we both agreed with Jim that “Solomon wasn’t no wise man”’. 
No one with a thousand wives could lay any claim to wisdom. 

Summer was the busy time. A doctor who had fewer than twenty to thirty cases 
of typhoid fever on his hands at a time had no practice to speak of. Sometimes we 
demonstrated the plasmodium, but usually we relied on the therapeutic test to differ- 
entiate malaria from typhoid fever. If a patient with a fever and a palpable spleen 
resisted quinine in solution for three days, we called it typhoid fever, and usually a 
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crop of rose spots confirmed our diagnosis. The children had Summer Diarrhoeas and 
the “second summer” was still something to be dreaded. Medication other than what 
could be given by mouth had to be engineered by the doctor, for there were few trained 
nurses. There was no intravenous medication in those days, but the doctor made good 
use of enemas of all sorts. The chief drawback was that he had to give them himself. 
The stomach tube was sometimes used for diagnostic purposes but mostly for thera- 
peutic effect. Its diagnostic value was so little thought of by the public that whenever 
we attempted it the patient went to another doctor. Oxygen therapy was unheard of, 
but we frequently resorted to artificial respiration. We well remember one baby with 
pneumonia to whom we gave artificial respiration at intervals for three days and three 
nights, and much to everybody’s surprise the baby recovered. 

The only “biologicals” in use were tetanus antitoxin and diphtheria antitoxin. 
Although they were spectacularly efficient, they were still looked on with suspicion by 
the public. In our neighborhood there was a youth who had a typical monoplegia 
of anterior poliomyelitis. The story was current, however, that his paralysis followed 
an injection of diphtheria antitoxin. Whenever the need for diphtheria antitoxin 
arose, two things always happened. We had to combat the firm conviction on the part 
of the parents that antitoxin produced paralysis, and Father would always exclaim 
how he wished he had had “this stuff” when he began to practice medicine. 

Obstetrics was truly primitive. One never saw the patient until she fell into labor, 
and even then the majority did not send for a doctor unless there were complications— 
hemorrhage, dystocia, or convulsions. A few upper class patients sent an occasional 
specimen of urine to be examined. Anesthesia, what little there was, consisted of a 
few whifs of chloroform—Chloroform a la Reine, we called it. The older doctors usu- 
ally kept the chloroform bottle so tightly corked that most babies arrived before they 
could get the stopper out. 

There were a few surgeons and they were chiefly concerned with surgery of the 
appendix and with gynecology. Amputations were done in the home by the general 
practitioner, and all fractures were treated in the home. X-rays were unheard of. 
Surgery of the upper abdomen, the thorax, and of the brain was non-existent. 

Such were the highlights of practice forty years ago. It seems incredible that so 
many advances could have taken place in so short a time. However, the most astound- 
ing change has been in the attitude of the public. Forty years ago the doctor was 
wanted only in cases of dire emergency or extreme suffering. At other times he was 
emphatically not wanted. Most people thought too little of him to bother about pay- 
ing him. The idea that he was a necessity would have been considered the height of 
absurdity at the beginning of the century, and that governments should be concerned 
with the uneven distribution of this necessity would have been considered the acme of 
foolishness. It was hard enough to get governments interested in protecting the water- 
supply, to say nothing of milk. That the people should be interested in devising plans 
for prepaying their doctors is so novel that even now the doctors cannot get used to it. 


Control of Disease Saved One Million Lives in 1942 


INCE we wrote the above editorial our attention was called to the Statistical Bul- 
letin of the Metropolitan Life Insurance Company for November. “As a result 
of the general improvement in mortality in our country since the beginning of the 
century, it is estimated that more than 1,000,000 lives of white persons alone were 
saved from death in 1942.” The greatest saving of life occurred in certain infectious 
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diseases. Had the mortality rate of forty years ago pertained in 1942 there would 
have been 269,000 deaths from influenza and pneumonia instead of the 61,051 that 
actually occurred. The sulfa drugs were responsible for much of this improvement. 
However, the deaths from tuberculosis were only one-sixth of the number there would 
have been had there been no concerted movement to control the spread of this disease 
and to raise the standards of living, and had the methods of treatment remained as 
they were in 1900. The death rate from diarrhea and enteritis declined so rapidly 
that instead of 160,000 deaths in 1942 there were only 11,815. The infectious diseases 
of children declined so greatly that instead of 76,400 white children dying from these 
diseases there were only 4,349 such deaths. The mortality from diphtheria was only 
one-fortieth of what it might have been. There were only 504 deaths from typhoid 
fever in the white population when there would have been 74 times this number had 
the conditions of 1900 existed in 1942. Nearly 10,000 fewer women died of diseases 
incident to childbearing in 1942 than would have died under conditions of four decades 
ago. On the other hand, there were 60,424 more recorded deaths from organic heart 
disease than were expected on the basis of mortality in 1900; 51,091 more recorded 
from cancer, and 15,205 more recorded deaths from diabetes. Just why the study was 
limited to the white population is not stated. Had the whole population been included 
in the study, the saving would have been greater and in some items at least more spec- 
tacular. In any event the figures are almost incredible. 


Floral Eponym (24) 
POINSETT, JOEL Roperts, 1779-1851. 
Poinsettia 
(Euphorbia Poinsettiana, Buist. Poinsettia Pulchérrima, Graham) 


HIS most popular of all Christmas plants goes by many common names; Christ- 

mas Flower, Easter Flower, Lobster Flower, Mexican Flame-Leaf, besides the 
one we know it by in Virginia, i. e., Poinsettia. It is a tropical American shrub with 
inconspicuous flowers and flaming red leaves or bracts clustered near the top. Some 
varieties have pink or white bracts. 

Poinsett was a Charlestonian who studied medicine at Edinburgh. However, he 
did not practice but went into politics. According to the Encyclopedia Britannica, 
he is noteworthy for having secured for John C. Frémont an appointment as teacher 
of mathematics on board the sloop of war, “Natchez”, in 1833, and again some eight 
years later, a second lieuténancy in the United States Army where, as a topographical 
engineer, he was the assistant of the French explorer, Jean Nicholas Nicollet. Mrs. 
St. Julien Ravenel is kinder to Poinsett’s memory, and in her “Charleston” gives 
many references to his doings when he lived in that city. He was the only son of a 
wealthy physician and was therefore able to follow his own fancies. When his health 
failed he traveled in Europe where he met many prominent people and became the 
friend of Czar Alexander.. The Czar wanted him to remain in Russia, but he returned 
home and was sent on missions to South America and to Mexico. Subsequently, he 
was elected to Congress. Next to adventure he loved conversation and flowers. Besides 
the Poinsettia, he brought home from Mexico the red and yellow mimosa and a hibiscus 
whose flowers change from white to pink and red in a single day. His breakfasts in 
Charleston were almost as famous as the concerts and balls of the St. Cecilia Society. 
A street in Charleston bears his name. 
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Societies 


The: Warwick County Medical Society 

Met on December 12 with Dr. Thomas Hunni- 
cutt, president, presiding. Dr. A. A. Creecy, dele- 
gate to the State Society meeting in Richmond, pre- 
sented the medical service plan as approved by the 
Medical Society of Virginia. There was a great deal 
of discussion and it was voted to accept the plan 
with the following recommendations: That they 
would like it to include (1) a pathologist on the 
board; and (2) a key or some different colored card 
to denote those persons earning over $3,000 annu- 
ally. 

The State Mental Hygiene Society had requested 
the establishment of a free clinic in Newport News 
and a motion was passed favoring this. 

The following officers were then elected: Presi- 
dent, Dr. David Blechman; vice-president, Dr. Rus- 
sell Buxton; and secretary-treasurer, Dr. W. A. 
Mitchell. All are of Newport News. 


Danville-Pittsylvania Academy of Medicine. 

At the January meeting, the following officers 
were elected for 1945: President, Dr. P. W. Miles, 
Danville; vice-president, Dr. C. D. Bennett, Chat- 


ham; and secretary-treasurer, Dr. S. Newman, Dan- 
ville. 


The Patrick-Henry Medical Society 

Held its regular quarterly meeting in Martins- 
ville on January 5, with the President, Dr. E. N. 
Shockley, presiding. Dr. William Leslie Kirby, 
Winston-Salem, North Carolina, gave an illustrated 
paper on “Contact of Allergic Dermatitis”. 

Dr. T. Henry Dickerson is secretary-treasurer of 
this Society. 


Northampton County Medical Society. 

At the regular quarterly meeting of this Society 
on January the 11th, Dr. S. K. Ames of Cape 
Charles was elected president, and Dr. H. L. Denoon 
of Nassawadox vice-president. Dr. W. Carey Hen- 
derson, also of Nassawadox, was re-elected secre- 
tary-treasurer. 


The Albemarle County Medical Society, 

At. its meeting on January the 4th, elected the 
following officers for 1945: President, Dr. Tiffany 
J. Williams; vice-president, Dr. M. K. Humphries; 
and secretary-treasurer, Dr. W. Roy Mason (re- 
elected). 





News 


A.M.A. Meeting Cancelled. 

With the desire to cooperate to the fullest extent 
with the request of the Office of Defense Transpor- 
tation and in the interest of the Nation’s war effort, 
the Board of Trustees of the American Medical As- 
sociation has officially announced the cancellation of 
its ninety-fifth annual session which was scheduled 


to meet in Philadelphia in June. It is expected, 
however, that there will be a meeting of the House 
of Delegates in Chicago, in which case dates will 
be announced. 

Notices have also been received of the cancella- 
tion of the following meetings scheduled in Chicago 


in February: National Conference on Medical Serv- 
ice on the 11th; Council on Industrial Health, 13th- 
15th; and Congress on Medical Educators and Li- 
censure, 12th-13th. 


Southern Medical Association. 

The Association held an excellent meeting in St. 
Louis in November, despite the crowded hotel and 
transportation difficulties. There was an attendance 
of 4,086, including 1,991 physicians, with women 
guests, medical students, nurses, exhibitors and 
others making the grand total. Dr. Edward G. Bal- 
lenger of Atlanta succeeded to the presidency, and 
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following were elected: President-elect, Dr. M. 

Dabney of Birmingham; vice-president, Dr. E. 
Vernon Mastin of St. Louis; chairman of Board of 
Trustees, Dr. Walter E. Vest of Huntington, W. Va. 
Mr. C. P. Loranz of Birmingham continues as sec- 
retary manager. Place and dates for the 1945 meet- 
ing will be selected by the executive committee of 
the council. 


News from the University of Virginia, De- 
partment of Medicine. 

Dr. Stephen H. Watts, former Professor of Sur- 
very, has added a gift of $5,000 to an earlier gift 
of $15,000 for a Book Fund for the Medical Li- 
brary. A gift of $500 has been received from Dr. 
Francis McGovern of Danville for the purchase of 
books in the fields of Ophthalmology and Oto- 
laryngology for the Medical Library. 


Dr. Hugh Paige Newbill, Assistant Professor of 
Neurology and Psychiatry, has been elected a mem- 
ber of the Board of Directors of the Virginia Soci- 
ety for Crippled Children and Physically Handi- 
capped Adults. The this 
Society has given Dr. Newbill a grant of $2,500 in 


Board of Directors of 


support of his work in the Convulsive Disorder 
Clinic at the University of Virginia Hospital. 

Dr. D. C. Smith, Professor of Dermatology and 
Syphilology, reports that the Squibb Institute for 
Medical Research has extended their grant for the 
fellowship here to study the use of clorarsen in syph- 
ilis to the date of January 15, 1946. The sum ap- 
propriated annually is $1,200. 


Dr. Oscar Swineford, Professor of the Practice 
of Medicine, has been working since March, 1944, 
under a grant of $1,000 from Wyeth and Company. 
As a part of this work he read a paper at the Amer- 
ican Academy of Allergy meeting in New York on 
1944, Anti- 
Pneumococcus Rabbit Serum, the Role of Reversed 


December 11, entitled “Reaction to 


Passive Anaphylaxis and of Inherent Toxicity of 
Antiserum, Failure of Heat to Separate Sensitizing 
from Therapeutic Antibody: An Experimental and 
Clinical Study”. 
was elected President of the American Academy of 


At this meeting Dr. Swineford 


Allergy. ” 
The Alpha Eta Chapter of Phi Beta Pi presented 

Dr. Roscoe R. Spencer, Chief of the National Can- 

cer Institute, in its annual lecture at the Medical 


School of the University of Virginia on January 15, 
1945. Dr. Spencer’s subject was “Problems of Can- 
cer Biology”. 


Portable Footrest. 

A portable, adjustable footrest for use by bed 
patients has been invented by the Consultant Nurse, 
Rheumatic Fever Program, State Department of 
Health. 

The purpose of the footrest is to support the feet 
in the proper position, to “brace” patient in com- 
fortable sitting or lying position, to lessen fatigue, 
and to contribute to a very important psychological 
effect—that of maintaining in patient sensation of 
foot to floor contact. 

Built of wood heavy enough so as to remain sta- 
tionery and covered with a washable, removal cov- 
ering, the footrest, by simply reversing it, can be 
used by patients lying down or sitting up in bed. 
Another commendable feature is that it can be used 
inside respirators. 

Available in regular size for use by children as 
well as adults of average height, and contracted 
size for use by adults of more than average height, 
this patented appliance now is in quantity produc- 
tion and from reports is being received enthusiasti- 
cally by hospitals, physicians, and nurses. 


New Sound Film Strip. 

“Jimmy Beats Rheumatic Fever,” a 15-minute 
sound film strip, has just been released by the 
Metropolitan Life Insurance Company. The strip 
was made under the supervision of George M. 
Wheatley, M.D., Assistant Medical Director of the 
Company, and the script was reviewed by T. 
Duckett Jones, M.D., of the House of the Good 


Samaritan, Boston, Massachusetts. 


Other material which will help in rounding out 
a program on rheumatic fever is available from the 
Company. Requests for this and the strip should 
be addressed to Welfare Division, Metropolitan Life 
Insurance Company, 1 Madison Avenue, New York 
10, New York. 


Brochure on Dr. Beaumont. 

Organization of the Dr. William Beaumont Me- 
morial Foundation is announced in a handsome bro- 
chure now available to members of the profession. 
The home of the foundation is at Prairie Du Chien, 
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Wisconsin, where Dr. Beaumont carried on many 
of his history-making experiments. It is housed in 
a restoration of the old Fort Crawford Military 
Hospital. 

The Foundation, organized as a memorial to the 
pioneer physiologist and as an American medical 
shrine, is sponsored by a group of eminent medical 
men and community-minded Wisconsin citizens. 

The brochure gives an interesting history of Beau- 
mont, the New England boy whose backwoods re- 
search and observations laid the ground work of 
modern physiological science, and carries many ex- 
cerpts from Dr. Beaumont’s diaries as well as his 
famous “51 Inferences”’. 

Medical men may secure a copy of the booklet by 
writing the Dr. William Beaumont Memorial Foun- 
dation, Prairie Du Chien, Wisconsin. 


The McGuire General Hospital, 

Army hospital just outside of Richmond, was of- 
ficially dedicated on January the 23rd, at which 
time an oil portrait of Dr. Hunter Holmes McGuire, 
for whom the hospital was named, was presented 
by members of his family. His grandson, Dr. Hun- 
ter H. McGuire of Richmond, made the presenta- 
tion and it was accepted by Colonel P. E. Duggins, 
M.C., on behalf of the entire hospital personnel. 
A short concert by the Camp Lee Army Service 
Forces band preceded the dedicatory exercises. Col- 
onel E. E. Gesler, of the army corps of engineers, 
presented the seventy-two buildings to the Medical 
Corps, and Brigadier General R. W. Bliss, assistant 
surgeon general, accepted them for the surgeon gen- 
eral and the medical department. Major General 
Philip Hayes, commanding general of the Third 
Service Command, Baltimore, gave an address on 
“The Importance of McGuire General Hospital in 
the Army Medical Program”, and Dr. W. Lowndes 
Peple of Richmond spoke on Dr. McGuire. 


Married. 

Captain Sam Silver, MC., AUS., Waynesboro, 
and Miss Lesley D. Purry, Brisbane, Queensland, 
Australia, June, 1942. He is a graduate of the 
Medical College of Virginia, class of 1934. 

Captain Joseph Thomas Phillips, Jr., MC., AUS., 
Norfolk, and Miss Anne Blair Pendleton, Newport 
News, December 30th. He is a graduate in medi- 
cine from the University of Virginia in 1937 and 


[ Febru ry, 


is at present stationed at Aberdeen Proving Groun|s, 
Maryland. 

Lieutenant Fred Carlton McCall, MC., AUS. 
Norton, and Miss Evelyn Marguerite Carter, Farm- 
ville, January Ist. He is a graduate of the Medical 
College of Virginia, class of 1943. 

Dr. E. David Blechman of Newport News «and 
Miss Carolyn Hess of New York, November 30. 


Promotions. 

The following promotions have been noted among 
our members in the Service: 

Dr. Edmund Horgan, Delaplane, to Colonel, AUS, 

Dr. Ernest N. Serrano, Norfolk, to Lieutenant 
Commander, USNR. 

Dr. Charles F. Gaylord, Staunton, to Captain, 
AUS. 

Dr. Sam Silver, Waynesboro, to Captain, AUS. 

Dr. Wilbur M. Bowman, Petersburg, to Major, 
AUS. 


Capt. and Mrs. Sam Silver 

Are receiving congratulations on the birth of a 
daughter, born January the 18th. Capt. Silver en- 
tered the medical service of the Army from Waynes- 
boro in 1941 and, after overseas duty, is now sta- 
tioned at Camp Lee. 


Borden Award. 

“For outstanding achievement in research in nu- 
trition of infants and children”, Dr. Harry Gordon, 
assistant professor of Pediatrics and Dr. S. Z. Le- 
vine, professor of Pediatrics, at the Cornell Uni- 
versity Medical College, were joint recipients of the 
first annual Borden Award to be administered by 
the American Academy of Pediatrics. Presented at 
the Academy’s Wartime Conference on Child Health 
in St. Louis, Missouri, the award was made for 
metabolic studies on the nutritional requirements of 
premature and full-term infants. These studies con- 
tribute a physiologic basis for individualized feed- 
ing. 

The Borden Awards which carry with them a com- 
memorative gold medal and $1,000 were established 
in 1937 to encourage and give recognition to scien- 
tific research in the fields related to the food indus- 
try. They are administered by seven scientific asso- 
ciations. 
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New Books. 

‘The following are recent additions to the Library 
of the Medical College of Virginia and are avail- 
able to our readers under uswal library rules: 


Anderson—Synopsis of pathology. - 

Anthony—Anatomy and physiology. 

Association for Research in Nervous and Mental Dis- 
eases—Pain. 

Beers—A mind that found itself. 

Brown—A mind mislaid. 

Head—Aphasia and kindred disorders of speech. Vol. 
I and II. 

Hertzler—Diseases of the thyroid gland. 

Levy—The allied dental council. 

Lippincott’s Quick Reference Book for Medicine and Sur- 

12th ed. 

Markham—Climate and the energy of nations. 


1941. 


gery. 


Moore—Textbook of pathology. 

Vol. 1 and 2. 1944. 

Orton—-Reading, writing and speech problems in children, 
1937. 

Osborne & Holmquest—Technic of electrotherapy and its 


Myrdal—An American dilemma. 


physical and physiological basis. 
Roberts—Persistence and change in personality patterns. 
1943. 
Rolleston and Moncrieff—Minor surgery. 1944. 
Rosen, G.—The history of miner’s diseases. 
and social interpretation. 
Russell—Terminal education in higher institutions. 


A medical 


1942. 
Selling—Synopsis of neuropsychiatry. 

Solomon, ed.—Manual of military neuropsychiatry. 
Van Alyea—Nasal sinuses. 


White—Heart Disease. 3rd. ed. 1944. 


For Sale. 


Bausch & Lomb. 50 mm. Colorimeter, recondi- 
tioned. 

McKesson Portable O. B. gas and ether unit, com- 
plete with 2 D cylinders. 

Gilbert Portable O. B. bed, complete. 

Write No.175,care VirGINIA MEpICcAL MONTHLY. 
1200 East Clay Street, Richmond 19, 


(Adv.). 


Virginia. 


For Sale. 

One Luxor B. Alpine Lamp in good condition. 
Shenandoah Valley Bank, Winchester, 
Executor of Estate of Dr. J. E. 
(Adv.). 


Virginia. 
Harris, deceased. 


Further Investigations in the Treatment of 
Vitiligo. 
Dr. Benjamin F. Sieve writes: 
“On looking over my paper on vitiligo, which 
appeared in the January issue of the VIRGINIA 


MepicaL Monru_ty, I find that one error has oc- 
curred. On page 14, at the bottom of the left, and 
top of the right columns, this sentence appears: 

. or by giving ten to fifteen units of liver ex- 
tract parenterally bi-weekly for two to six doses.’ 
This should read: ‘. . . or by giving ten to fifteen 
unit liver extract parenterally . . .’ 

“Apparently this error was made by us, but I 
wondered if it would be possible to have a correc- 
tion appear in a succeeding issue of the MONTHLY. 
I would greatly appreciate your courtesy in doing 
this for me.” 


NoTE: This paper was received for publication in 
February, 1944, 


Richmond Pediatric Society. 

At the regular meeting of this Society on January 
the 18th, Dr. Louise Galvin and the Pediatric Staff 
of the Medical College of Virginia presented a sym- 
posium on Rheumatic Fever. At the business ses- 
sion, the following were elected officers for 1945: 
President, Dr. T. Stanley Meade; vice-president, 
Dr. Howard Urbach; and secretary-treasurer, Dr. 
Edwin L. Kendig, Jr. 


Multiple Boils Cured by Penicillin. 

The rapid disappearance and cure of multiple 
furunculosis (boils) observed in 6 children under 
penicillin treatment indicates a result far superior 
to any previously known therapy for this condition, 
Rose Coleman, M.D., and Wallace Sako, M.D., New 
Orleans, report in The Journal of the American 
Medical Association for October 14. It was particu- 
larly noteworthy that some of the cases treated by 
Coleman and Sako had the boils superimposed on 
prickly heat, a condition which constitutes a com- 
mon problem in the South and which often proves 
to be very refractory to treatment. 





Obituaries 


Dr. Louis Garrard Roberts, 

Prominent physician of Albemarle County, died 
suddenly on October the 26th, near his home at 
White Hall. 
on his farm, he was stricken with a heart attack and 
He was a native of 


While on his way to a packing shed 


died at the wheel of his car. 
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Alabama and fifty-four years of age. Dr. Roberts 
graduated in medicine from the former University 
College of Medicine in Richmond in 1912 and 
shortly thereafter located in Albemarle County for 
practice. He had been a member of the Medical 
Society of Virginia for thirty years and took an 
active part in community affairs, being a member 
and, at time of his death,, president of the board of 
supervisors, a member of the County Board of Pub- 
lic Welfare, and for sometime he served as chairman 
of the County Democratic Committee. He is sur- 
vived by his wife and two daughters. 


Resolution on Death of Dr. Roberts. 

Dr. Louis Garrard Roberts of White Hall, a prominent 
physician of Albemarle County, died suddenly on Octo- 
ber 26, 1944, at the age of 54. A native of Alabama, 
Dr. Roberts was graduated from the University College 
of Medicine at Richmond in 1912. He lived and prac- 
ticed in Albemarle for thirty-one years. While always in- 
terested in his profession, Dr. Roberts was active in the 
civic affairs of the State and County. At the time of his 
death he was chairman of the Board of Supervisors of 
His untimely death has caused a 
He will be 
missed in his profession, and missed in his civic life where 
his honest convictions have endeared him to hundreds 
of persons. 

THEREFORE, Be It RESOLVED, that in the death of Dr. 
Roberts the Albemarle County Medical Society has sus- 
tained a great loss, likewise Albemarle County and the 
community in which he labored so unselfishly, and, 

Be Ir FurtTHer REsoLvep, that this humble tribute to 
our friend and fellow member be written into the minutes 
of the Albemarle County Society and that a copy be sent 
to the Vircinta Mepicat MontTHLy, and a copy to Mrs. 
Roberts. 


Albemarle County. 
great loss to his community and country. 


E. D. Davis, Chairman 
Percy Harris 


Dr. William Percy Jones, 

Prominent physician of Urbanna, died January 
22nd. He was sixty-eight years of age and a grad- 
uate of the Medical College of Virginia in 1898. 
Dr. Jones had been a member of the Medical Soci- 
ety of Virginia for forty-two years. He was also 
a Mason. His wife and four children survive him. 


[ February, 


Dr. Edward Thomas Glover, 


For the past twenty-seven years city coroner of 
Portsmouth, died on January the 11th. He was 
forty-nine years of age, and a graduate of the Medi- 
cal College of Virginia in 1916. In addition to his 
office as coroner, Dr. Glover was an assistant sur- 
geon for the Seaboard Air Line Railway, and an 
examining physician for the Selective Service Board 
in Portsmouth. He was a Mason, and a member 
of his local and the State medical societies. He is 
survived by his wife and two children. 


Dr. George Hume Steuart 

Died from a heart complication in a Richmond 
Hospital on January 6th, in the 80th year of his 
life. He was born at West River, Maryland, of a 
distinguished Southern Maryland family, he being 
the eighth physician in 200 years of that line. Grad- 
ating at the University of Maryland, class of 1898, 
he served as assistant superintendent, then superin- 
tendent of the University Hospital, successively. In 
1903 he was appointed assistant surgeon to the U. S. 
Marine Hospital in Baltimore. In 1907 he came 
to Virginia and located at Ottoman where he was a 


- most successful physician; particularly as a diag- 


nostician he showed rare ability, having a brilliant 
mind and the advantage of travel and wide hos- 
pital training and experience. For many years he 
was a member of the Medical Society of Virginia 
and the Northern Neck Medical Society. His wife, 
a daughter, a son and three grandchildren survive 
him. He was greatly esteemed and greatly loved 
by all who knew him. 


Dr. Adrian Xavier Urbanski, 


Perth Amboy, N. J., an alumnus of the Medical 
College of Virginia, class of ’24, died on November 
the 9th, at the age of forty-six. Death was due to 
hypertensive cardiovascular disease. Dr. Urbanski 
served an internship at the Newark (N.J.) City 
Hospital; was attending surgeon at the Perth Amboy 
General Hospital, and formerly city physician. 





